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ABSTRACT 
Healthcare workers are reported to have a higher rate of work-related injuries than 
workers in private industry and most these injuries have been attributed to client handling 
tasks (BLS, 2009). Client handling tasks for all healthcare workers can include tasks 
such as: transfers, bed mobility, activities of daily living (ADL), sitting and standing 
balance training, ambulation/gait, wound care, lymphedema care and splinting. Research 
on the nursing profession indicates at least 12% of nurses are injured during client 
handling tasks and that at least 12% of nursing staffwillleave client care or the 
profession because of an injury or fear of an injury (ANA, 20 12). Occupational therapists 
are conducting research to understand the injury rates of occupational therapy 
practitioners and the impact on the profession. The current research appears to mirror the 
nursing profession's findings. At least 12% of occupational therapy practitioners are 
injured during client care tasks and at least 12% will leave client care or the profession 
because of an injury or out of fear of an injury (Campo & Darragh, 2010; Darragh, et al., 
Vll 
2009; & Rice, et al., 2011). 
The nursing profession has found that the use of safe patient handling and 
movement (SPHM) devices and techniques can reduce the incidents of client care related 
injuries among nursing staff (ANA, 2012). However, the use of SPHM devices has been 
primarily limited to surface to surface transfers and rarely used for therapeutic purposes. 
In fact, research indicates that therapy practitioners, for many reasons, currently do not 
believe that SPHM is appropriate for therapeutic interventions (Campo & Darragh, 2010; 
& Darragh, Campo, & Olson, 2009). This research also indicates therapy practitioner 
beliefs that the SPHM providers have not met the needs of therapy practitioners to use the 
devices therapeutically. 
The Program is a face-to-face hands-on continuing education program designed to 
help occupational therapy practitioners investigate the causes and impacts of client care 
related injuries, problem-solve alternative direct care options and practice therapeutic use 
of SPHM devices and techniques. 
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Safe Patient Handling and Movement Device Training: A hands-on continuing 
education program for occupational therapy practitioners 
Chapter 1 Introduction 
According to the U.S. Bureau of Labor Statistics (BLS) (2002, 2006, 2009, & 
201 0), health care work related injuries (WRI) associated with the occupational tasks of 
moving patients, client handling is greater than that of general industry. Client handling 
tasks include, but are not limited to: getting a patient off the floor, rolling, turning, 
positioning, lifting, limb holding, supine/side lying to sit, sit to stand transfers, balance 
activities, functional mobility, lateral transfers and daily care tasks. The above tasks place 
the healthcare worker at a high risk for injury (Dunning, 2009; Pompii, Lipscomb, 
Schoenfisch & Dement, 2009). The manual techniques used for these tasks increase the 
risk of injury to staff and patients, even when the best body mechanics are employed 
(Nelson, Matz, Chen, Siddharthan, Lloyd & Fragala, 2006). Typically, the most common 
method of moving a client is by using manual lifting techniques, or traditional manual 
patient handling (TMPH). According to Hoskins (2006), TMPH is the standard of 
practice in most healthcare facilities. While TMPH tasks are still taught and practiced as 
the best way to move clients, the evidence demonstrates that these techniques are unsafe 
and may cause serious injury (Menzel et al., 2007; Owen, Welden, & Kane, 1999; 
Trossman, 2006). 
As an example, the Wellspan Health System is the largest medical system in the 
York-Adams County Pennsylvania area. It comprises two hospitals, an ambulatory 
surgery, and over 60 physician's offices, laboratory and imagining services. At the acute 
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care facility of York Hospital, part of the Wellspan Health System, the procedure for staff 
continuing education training for patient handling continues to follow TMPH, with few 
exceptions. Nursing staff have been trained to use a friction reducing device to reduce 
push/pull related patient care injuries (Grimaud, 2008, 2009, & 2010). However, direct 
hands-on safety training is rare especially with reduced staffing and high client morbidity 
factors. This hands-on training is usually reserved for new nurses and nursing assistants. 
All employees view personal safety (infection control, back safety, fire and radiation 
safety) information on-line and take a competency test after reviewing this information, 
but rarely demonstrate the skills. Occupational therapy practitioners and physical therapy 
practitioners are no exception when it comes to demonstrating Safe Patient Handling and 
Movement (SPHM) techniques. From 2007 through 2010, in-service trainings were 
provided for therapists to learn about client handling equipment, specifically client lifts 
and-the friction reducing device in use on the client care units. About 30% of the 
physical and 20% of the occupational therapy practitioners were present for the in 
services. Comments made by the therapists at the conclusion of the in-service were that 
the lift served no purpose to them and that they do not get injured like nurses do 
(Grimaud, 2008,2009 & 2010). 
In 2008 and 2009, the patient handling injuries to full- and part-time occupational 
and physical therapy staff at York Hospital was 10 to 11% for a staff of 50 full- and part-
time occupational therapy practitioners, physical therapy practitioners and rehabilitation 
aides (Grimaud, 2010). A study conducted by Darragh, Huddleston and King (2009) 
place the client handling injury rate at least at 16.5 per 100 occupational therapy 
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practitioners. It is further estimated that health care workers, including PT lOT staff, make 
up nearly 20% of the US work related injuries (Waters, Nelson, & Proctor, 2007). Rice, 
Dusseau & Miller (2011) identified that 12% of occupational therapy practitioners 
considered leaving the profession because of patient handling concerns. The percentage 
of occupational therapy practitioners who consider leaving the profession mirrors what 
the American Nurses Association (ANA) found in its research on why nurses leave the 
profession (ANA, 2011). 
The ANA recognized that the issue of client handling is important to the retention 
of nurses. They promote Safe Patient Handling and Movement (SPHM) techniques, are 
involved in research, support legislation and established a training curriculum for nursing 
schools (Nursing world, 2011). The American Physical Therapy Association (APTA) 
has also recognized the need to utilize SPHM equipment for the safety of the client and 
staff alike. The APTA along with the Veteran's Administration (VA) and the 
Association of Rehabilitation Nurses (ARN) produced a white paper that outlines 
developing policies and procedures for use and competency, considering a therapeutic 
purpose for the equipment (APTAIARNN A Task Force (the Task Force), 2005). A 
search of the AOTA website did not produce documentation that the profession of 
occupational therapy has identified injuries related to client handling tasks as an issue 
(AOTA, 2012). It was a stated by a representative of the AOTA practice department, that 
AOTA did have representation on the Task Force (Smith, K., personal communication, 
1131112). However, a review ofthe document and task force members-does not confirm 
AOTA's involvement. 
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The Problem: 
The evidence demonstrates that healthcare workers involved in direct client care, 
who use TMPH tasks, get injured more than workers in general industry (BLS, 2009). 
Occupational therapy practitioners utilize TMPH techniques in the course of treating 
clients. According to the evidence, occupational therapy practitioners have an injury rate 
of at least 12% when engaged in manual handing tasks (Darragh, 2009 & Rice, Dusseau 
& Miller, 2011). An occupational therapy practitioner with an injury affects the quality 
of care to clients, increases the work flow of co-workers and disrupts the therapist with an 
injury's daily routine. The therapeutic use of SPHM equipment can reduce the risk of 
injury to therapists and improve the quality of care to clients. However, occupational 
therapy practitioners are not trained in the use of the equipment during their initial 
training or through continuing education programs. 
Proposed program: 
The proposed program is a hands-on, face-to-face safe patient handling and 
movement training program for occupational therapy practitioners. The safe patient 
handling program will be based on adult learning theory (andragogy), to promote the use 
of safe patient handling and movement modalities such as mechanical patient lifts and 
friction-reducing devices. The training program will target occupational therapy 
practitioners in the decision making process and use of SPHM equipment, the production 
of training materials and the delivery of direct hands-on training. The anticipated 
outcome of the project will be increased compliance and use of SPHM devices for 
therapeutic interventions and associated transfers. It is anticipated that the program will 
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result in the reduction of occupational work related injuries (WRI) and increase patient 
safety during these therapeutic tasks. 
Why does this problem matter? 
Wellspan Health System spends approximately $3 million a year in direct and 
indirect WRI costs. For York Hospital alone, the 2009 WRI costs for injuries related to 
patient handling were approximately $300,000.00 (Giblin, 2010). This figure did not take 
into account continuing costs for injuries from previous years that were still pending or 
the continued costs for the reported 2009 injuries. In 2009, there were 97 direct patient 
care employees who reported injuries related to client handling (Grimaud, 2010). All 97 
injuries were the result of using manual techniques during client handling tasks where 
more than minimal assist of two was required. On review of the causes, all 97 injuries 
were preventable. Five of these injuries were either physical or occupational therapy 
staff. The 2008 reported national average (direct and indirect) cost for an employee with 
a non-surgical back injury is approximately $15,000.00 (Nelson, personal 
communication, Orlando, Florida 3/2008). For example, if each of the therapy staff 
injuries required medical attention matching the average listed above, the cost to the 
rehabilitation medicine department would be at least $75,000.00, or the salary of a new 
graduate occupational therapist and assistant. Unlike nursing, there is not a central 
resource pool of therapists available to step in when a therapist is injured. From the 
supervisor's perspective, an injury that results in lost or limited duty days increases the 
stress on the other therapists to see more clients. Based on observations at York Hospital, 
a real unseen cost for rehabilitation medicine may result in reduced quality care for 
5 
clients, which can result in increased length of stay, secondary infections and decreased 
client and family satisfaction, when clients are not mobilized. 
When the occupational therapy practitioner is injured during a client care task, her 
personal routine is disrupted. The therapist may have challenges managing her own 
activities of daily living (ADLs ), may not be able to engage in valued leisure activities 
and may have difficulty getting adequate rest if there are pain management issues. The 
injury could also disrupt the therapist's professional routine. If the occupational therapy 
practitioner is able to work, she may be wary of engaging in client care activities that 
require physical exertion, which can disrupt client care. The result of the injury also 
affects the entire therapy staff, especially if the therapist is not at work for a period of 
time. One occupational therapy practitioner with an injury can: increase the need for 
overtime and increase the need for a fill-in or traveling therapist who is not familiar with 
the facility. These increases may affect the quality of care and customer service to the 
client and decrease the moral of the therapists in the OT department (Campo & Darragh, 
2010). 
The use of manual techniques for client handling tasks is a familiar standard of 
practice for all healthcare practitioners; the teaching of manual techniques is still the most 
common method in most healthcare curriculums (Nelson, et al. 2006). However, 
evidence based research shows that the use of manual techniques and "good body 
mechanics" is not effective in reducing injuries (Nelson, et al. 2006; Marras 2007; & 
Waters, Collins, Galinsky & Caruso 2006). In 2002, the Bureau of Labor Statistics 
(BLS) found the prevalence of back injuries among healthcare workers was estimated at 
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12.6/100 full time workers. In 2005, the BLS statistics note a minor reduction in back 
injuries. However, the 2009 statistics report a 5% rise in back injuries among nurses. In 
2004, ANA adopted a Safe Patient Handling and Movement position called "Handle with 
Care", (de Castro, Hagan & Nelson 2006) designed to call attention to the problem of 
nursing injuries related to client handling. To begin the process for injury prevention, a 
Safe Patient Handling and Movement curriculum module was piloted in 26 nursing 
schools to help change the focus of client handling education from the use of manual 
techniques and body mechanics to equipment assisted techniques (Menzel, Hughes, 
Waters, Shores & Nelson 2007). The program includes didactic and clinical laboratory 
experience and performance expectations. The program includes training on several 
SPHM devices and some information on injury and injury prevention (Waters, Nelson, 
Hughes, & Menzel 2009). 
During personal conversations with Wellspan therapists, most denied the need to 
utilize SPHM equipment. Many stated it was not therapeutic to use the devices and 
believed it is just part of the job to place them in harm's way for the benefit of therapy. 
Therapists' belief that mechanical lift equipment cannot be used therapeutically is 
supported by the current research as is the suggestion that third party payers may deny 
reimbursement when equipment is used with a patient who has a goal of independence 
are supported by research (Darragh, et al. (2009); Harwood, 2008; Nelson, 2004). By 
listening to the concerns and needs of occupational therapy practitioners, a hands-on 
continuing educational program for occupational therapy practitioners must be developed 
to improve understanding and compliance with the use of SPHM devices in occupational 
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therapy. Increased compliance with SPHM devices could result in decreased injuries 
during client care tasks as well as improved client outcomes. 
Identify how the problem falls in the domain of occupational therapy practice 
concerns 
The Occupational Therapy Practice Framework (OTPF) supports "health and 
participation in life through engagement in occupation" as the domain of occupational 
therapy practice (AOTA, 2008, p. 626). The area of work is an integral part of a person's 
occupation. An injury that occurs as the result of a work related issue can seriously 
impact the worker's ability to participate in her other life occupations, as well as in the 
worker role. The result of an occupational therapy practitioner with an injury can also 
diminish client care (Nelson, 2004). 
The Human Factors and Ergonomics Society (HFES) defmes ergonomics as 
"The scientific discipline concerned with the understanding of interactions among 
humans and other elements of a system, and the profession that applies theory, principles, 
data, and other methods to design in order to optimize human well-being and overall 
system performance" (www.HFES.org, 2012). Ergonomics is identified by the OTPF as 
a type of therapeutic intervention for occupational therapy practitioners. SPHM is a form 
of ergonomics. Occupational therapists possess the task analysis and problem solving 
skills to utilize SPHM devices to benefit the client and themselves. 
When the occupational therapy practitioner engages in active learning activities, 
she is able to challenge preconceived notions about SPHM equipment for therapeutic 
performance. Frost (2009) found that most occupational therapy schools teach body 
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mechanics and traditional manual patient handling (TMPH). Occupational therapy 
practitioners do not believe they get injured as much as nurses and do not understand the 
impact of their own injuries on their own health and the treatment of their clients (Campo 
& Darragh, 201 0). They also believe training in posture and good body mechanics 
reduces the opportunity for work related injuries associated with client handling tasks 
(Darragh, et al. , 2009). In order to improve safety during client handling tasks, 
occupational therapy practitioners must improve awareness of their injury risk. 
Kielhofner (2002), as a part of the Model of Human Occupation (MOHO), stated 
that change occurs with the convergence of internal and external factors . He identifies 
volition, habituation and performance capacity as essential aspects of the complex 
process for change. Permanent changes occur when external experiences, knowledge and 
skills performance are introduced in an interactive learning environment where the 
participant can challenge her own internal habits and beliefs and incorporate new skills. 
MOHO is an occupational therapy practice model that is congruent with andragogy. 
Knowles ( 1973) developed four assumptions of andragogy: The adult learner 1) 
has an independent self-concept and can direct his/her own learning, 2) has a reservoir of 
life experiences as a resource for learning, 3) has learning needs related to changing 
social roles, 4) is problem centered and interested in immediate application of knowledge 
and 5) is motivated by external factors (Merriam, 2001 ). 
Another health model that corresponds with andragogy and expands the MOHO 
concepts of performance, volition, and habituation is the Health Behavior Model (HBM). 
The HBM was developed in the 1950's by a group of U.S. Public Health Service social 
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psychologists (National Institute of Health, 2005). This theory provides five main 
constructs related to a person's decision making in regards to health behaviors. The 
constructs are: 1) perceived susceptibility, 2) perceived severity, 3) perceived benefits, 4) 
cue to action, and 5) self-efficacy (National Institute of Health). 
Participatory Ergonomics (PE) is a theory in ergonomics (Haines, Wilson, Vink & 
Koningsveld, 2002). Haines, et al. (2002) describes nine constructs for PE: 1) 
permanence of the initiative, 2) involvement (of employees directly or indirectly), 3) 
level of influence (work group vs. organization), 4) decision-making power, 5) 
composition (who is part ofthe group), 6) requirement (voluntary or compulsory), 7) 
focus (of the task), 8) remit (process development, problem identification, solution 
generation, etc.), and 9) role of the ergonomics specialist. The constructs ofPE support 
the volition and performance aspects of MOHO, especially when considering the culture 
change that is needed to create a SPHM environment among occupational therapy 
practitioners. The use of the HBM and PE along with the concepts of adult learning can 
affect change in a person's behavior. Motivation to change will affect performance and 
habituation when the occupational therapy practitioner believes the threats to her health 
are severe enough. With her life experiences and the ability for direct learning, the 
benefits are worth the cost. The occupational therapy practitioner will then feel more 
confident in her ability. 
Contributing factors 
1. In 2004, the average age ofhealthcare workers was 46.8 years of age. The 
2008 survey found the age to have stabilized at 46 years of age. However, 
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healthcare workers are still working in clinical practice into their 60's and 
70's (Health Resources and Services Administration, 2012). The aging work 
force comes with age related medical and physical problems although the 
older healthcare workers continue to practice as they have always done. 
However, younger healthcare workers typically do not return after an injury or 
may leave the healthcare field to prevent injury. 
2. The increasing prevalence of obesity in the U.S. population is now greater 
than 30% in most demographic groups (Flegal, 2010). The increases in 
obesity means increased physical strain on healthcare workers as they 
continue to physically move clients. This strain increases the risks of injury to 
the healthcare worker. 
3. Manual lifting techniques and good body mechanics do not protect or prevent 
musculoskeletal disorders and symptoms (Nelson, et al., 2006). 
4. When an occupational therapy practitioner enters the work force, continuing 
education may or may not be expected by the employer. Also, the employer 
may not offer continuing education to employees. State regulations may or 
may not require continuing education for continued certification or licensure. 
However, in order to renew national registration as an occupational therapist 
by the National Board for Certification in Occupational Therapy (NBCOT), 
the occupational therapy practitioner must complete continuing education 
(NBCOT, 2012). There are many types of continuing education; however, 
based on a thorough search of available continuing education, there appears to 
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be limited availability of SPHM courses/workshops. In addition, three major 
mechanical lift companies, LIKO/Hill-Rom, ARJOHuntleigh and Guldman, 
provide extensive training to a facility when their product is purchased, but 
training is primarily for nursing staff. 
5. Many occupational and physical therapy practitioners do not understand the 
therapeutic value of using a lifting device as a valuable tool for client 
recovery. Education on SPHM, hands-on training and practice of the skills 
may be able to change these attitudes and create an environment of safety for 
therapists. Since education on the devices appears to be primarily based in the 
purchase of the equipment, it is currently difficult for occupational therapy 
practitioners who are motivated to learn about the potential benefits of SPHM 
equipment to engage in continuing education. 
6. A doctoral study completed by Frost (2009) identifies that there are few 
professional education programs who are teaching SPHM techniques to 
students. Frost also found that most of the schools who responded to her 
survey teach only TMPH and body mechanics. 
Program Overview: 
1. Develop a hands-on continuing education course for working occupational 
therapy practitioners on Safe Patient Handling and Movement 
a. Develop the curriculum for an 8 hour continuing education program: 
i. The defmition and history of SPHM 
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skills. 
ii. Provide the basics of SPHM (including safe(r) manual lifting when you 
must) 
iii. Define the application of SPHM device use for therapeutic interventions. 
iv. How to determine which devices are suitable for therapeutic interventions. 
vi. Advocacy; for local facility to gain administrative support, for local and 
State governments to enact appropriate legislation and to fellow therapists to 
use. 
vii. Teaching others: Developing a plan to improve the safety of your peers 
and clients 
b. Engage the attendees in problem solving activity for appropriate lift use. 
c. Provide ample practice with different devices to develop comfort with the 
2. Identify the costs and funding sources for producing video and still pictures for the 
hands-on course, rent or purchase use of SPHM devices for the course presentation and 
hands-on practice. 
3. Establish a distribution method for the course for the onsite hands-on weekend 
continuing education units (CEU) for therapists. 
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Chapter 2 - Theoretical and Evidence Base to Support the Project 
Occupational therapy practitioners may attend hands-on continuing education 
programs to advance their continuing competence and to meet licensure/reaccreditation 
requirements. Sometimes these programs provide new information and techniques; 
sometimes they are a good review for skills already learned. Based on my experience, 
many of these programs are lecture based with minimal participant involvement. There 
are specific objectives that are expected to be presented during the course. It is usually in 
a pre-packaged format and may not permit participant interaction, discussion and 
problem-solving to understand the logic to the solution. 
Adult learning theory principles will be employed for the proposed hands-on 
continuing education program. The program will have an expected outcome to teach 
occupational therapy practitioners the benefits of using Safe Patient Handling and 
Movement (SPHM) devices for therapeutic use; however the program will use an 
interactive format to enhance adult learning. 
Theoretical Base to Support the Project 
Frameworks to develop a continuing education course 
The three frameworks will be used to develop the face-to-face, hands-on 
continuing education program for Safe Patient Handling and Movement. They are: Adult 
Learning Theory (Andragogy), the Health Belief Model and Participatory Ergonomics. 
Each of these frameworks will now be described. 
Andragogy 
Knowles (1973) penned the definition of andragogy as "the art and science of 
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helping adults learn" (p43). He describes a social-educational process that began in the 
1920' s when a shift toward adults wanting to learn outside of the traditional academia 
became apparent. Teachers were noting that adult learners were dropping out of classes 
where the pure pedagogic model of education was used. Pedagogy, which is the science 
of helping children learn, has assumptions on learning that many times do not fit the 
needs of the adult learner. Knowles cites a 1961 study by Cyril Houle, The Inquiring 
Mind, which loosely describes characteristics of what he called "continuing learners" . 
The first group was identified as goal oriented, or those who use education to accomplish 
clear cut objectives. The second group was activity oriented, or participation because 
they find in the circumstance of learning a meaning which may or may not have a 
connection to the announced purpose of the activity. And the third group is learning 
oriented, or those who seek knowledge for knowledge sake. 
Knowles continues the description of the adult learning process with a series of 
studies completed by Allen Tough. Tough wished to answer the question: How do adults 
learn naturally when they are not being taught? He produced two reports to help answer 
the question, Learning Without a Teacher (1967) and The Adult's Learning Projects 
(1971). The report indicates; 1. adults engage in an average of8learning projects a year, 
2. approximately 10% are associated with educational institutions, 3. there is a fairly 
universal natural process to learning and adults who choose to learn something on their 
own tend to follow the same sequence, 4. adults almost always turn to someone for 
assistance at some point in the process, and 5. the "helpers" adults seek out are rarely 
trained as teachers. Interestingly, teachers tend to use their pedagogical methods rather 
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than meeting the learner in their level of need (Knowles, 1973). 
Knowles identifies four assumptions of andragogy: 1. concept of the learner; that 
the normal process of maturation is to move from dependency to self-directedness. 
Adults have a deep psychological need to be generally self-directing. 2. role of the 
learners experience; people attach more meaning to learning that they gain from 
experience than those they acquire passively. Adults bring their experiences to the 
learning process and want to test the new learning against their knowledge base through 
experimentation, discussion and problem solving type activities. · 3. readiness to learn; 
adults become ready to learn when they experience a need in order to cope with real-life 
tasks or problems. Educational programs should be organized around real life-
application, and 4. orientation to learning; adult learners are performance-centered. 
Merriam (200 1) describes a fifth assumption about andragogy; adult learners are 
motivated by external factors . Education is seen as a process to increasing competence in 
their potential. Adults also want to be able to apply the knowledge and skills immediately 
to their tasks. 
Andragogy will be essential to the face to face, hands-on program of SPHM skills 
as each occupational therapist will bring their individual knowledge base of skills to 
actively apply to the use of client handling devices and their therapeutic use. 
Health Belief Model 
The Health BeliefModel (HBM) was first developed in the 1950's by three social 
psychologists who were working for the U.S. Public Health Services (Rimer & Glanz, 
2005). The model was developed by the social psychologists as a response to understand 
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the failure of a free tuberculosis health screening program. Initially, there were three core 
assumptions to the model. The person will take health related action if: 1. the person feels 
a negative health condition can be avoided, 2. the person has a positive expectation that 
by taking the recommended action a negative health condition can be avoided, and 3. The 
person believes he can successfully take a recommended health action (Rosentock, 
Stretcher, & Becker, 1988). 
Rimer and Glanz (2005) identify health motivation as the central focus of HBM 
and believe it is a good model for addressing behaviors that evoke health concerns. Since 
its inception the model was expanded by Rimer and Glanz (2005), to include six 
constructs which provide a useful framework in designing strategies for behavioral 
change. The six Constructs are: The person(s) 
• Believe they are susceptible to the condition (perceived susceptibility) 
• Believe the condition has serious consequences (perceived severity) 
• Believe taking action would reduce their susceptibility to the condition or its 
severity (perceived benefits) 
• Believe costs of taking action (perceived barriers) are outweighed by the benefits 
• Are exposed to factors that prompt action (e.g., a television ad or a reminder from 
one's physician) (cue to action) 
• Are confident in their ability to successfully perform an action (self-efficacy) 
Rimer & Glanz (2005) caution that this Model derives its focus on an understanding of 
whether the target population believes the issue, in this case injuries related to client 
handling tasks, is a health problem; if that belief exists, is it serious enough to take action; 
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and finally that the action to reduce the threat is worth the overall cost. 
Research suggests that occupational therapists do not necessarily perceive injuries 
related to client handling as a serious problem (Darragh, et al., 2009; Rice, et al. , 2011). 
The use of the HBM would be essential to guiding therapists to how serious the problem 
is to the therapist and the profession and how the use of SPHM devices can be of benefit 
to the therapist and the client. In order to have the occupational therapist believe there is a 
benefit to using SPHM devices, the therapist must be involved in the solutions and use of 
the products. The principles of participatory ergonomics can assist with this aspect of 
training. 
Participatory Ergonomics 
According to Wilson and Haines (2002) participatory ergonomics (PE) involves 
the workers in the planning and control of a large volume of their work and providing 
them with the knowledge and power to influence how the work is processed. The end 
result is the ability to achieve desirable outcomes that meet both worker and management 
needs. Kuorinka (1997) describes the essence ofparticipatory ergonomics process as 
learning. He describes learning as professional; the technical subject matter, and social; 
the inter-professional learning. Kuorinka states the participants learn the technical aspects 
about the problem first and then how to communicate that knowledge across professional 
lines. The communication is important elements to the ability to problem solve a 
situation. Wilson and Haines (2002) state this training and communication must begin 
with a concrete, hands-on approach. As the training progresses, a more abstract and 
conceptual approach may be realized. The process of concrete to abstract learning results 
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in the participatory process becoming second nature for the therapy practitioners. The 
principles of PE will be used to guide the participants through the problem solving, 
solution development and new skill acquisition. 
Summary 
The assumptions of andragogy ties components of PE and the HBM together to 
create a specific intervention designed to motivate the therapist to protect herself during 
therapeutic client handling tasks while at the same time creating an environment of safety 
for the client. The planned intervention is a face-to-face, hands-on continuing education 
course. It will promote a sense of inter-professional communication, giving the therapists 
colleagues with whom to problem solve therapeutic client handling tasks. The technical 
learning begins with the reasons why SPHM is important to the occupational therapy 
practitioners and evolves into the "how to" and "what ifs" ofusing specific devices. The 
inter-professional level will occur as occupational therapy practitioners interact with the 
equipment, discuss options with their peers and problem-solve how it can benefit the 
client while decreasing the risk for injuries to occur. The occupational therapy 
practitioners will learn how to use the skills immediately, as well as how to advocate for 
improvements for staff and clients by understanding the severity of the issues related to 
SPHM and therapist injury rates. 
Proposed Explanatory Model of Identified Problem 
The problem to be addressed is the injury rate of occupational therapy 
practitioners associated with the tasks of client handling occupational therapy 
practitioners assist clients with getting out ofbed, transferring from one surface to 
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another, functional ambulation for activities of daily living (ADL) tasks, sitting and 
standing balance for ADL tasks, limb holding for wound care, edema control measures or 
splint making. Occupational therapy practitioners may assist with rolling a client, pulling 
a client up in bed or pulling a supine client from one surface to another, as in a lateral 
transfer. All of these tasks have been identified as tasks that cause injuries to direct client 
care staff. The evidence shows that when a care worker is injured, client care can suffer, 
the risk of injury to other staff increases, the injured worker maybe unable to engage in 
their normal work and personal ADL's, and professionals leave practice either because of 
injury or fear of injury (see Appendix A) 
Evidence for Explanatory Model: 
In order to develop a hands-on continuing education course to teach occupational 
therapists how the therapeutic use of SPHM equipment can benefit client care as well as 
decrease injuries to therapists during client handling and movement tasks, the following 
questions need to be answered: 
1. What is the evidence to support a change from Traditional Manual Patient Handling 
(TMPH) to SPHM? 
2. Is there evidence that SPHM devices prevent injury to care workers? 
3. Is there evidence that effective SPHM skills are currently being taught to occupational 
therapists either in the academic setting or as continuing education? 
4. Is there evidence that occupational therapy practitioners appropriately choose and use 
SPHM devices for therapeutic interventions as well as staff/patient safety? 
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5. Is there evidence to support the use of Adult Learning Theory, the Health Belief Model 
or Participatory Ergonomics to provide a practical learning environment for a face to 
face, hands-on learning experience for therapists? 
A search of the available literature using the following databases: PubMed, 
CINAHL, Google Scholar and Web of Science were completed to establish 1. the injury 
rate oftherapists (keywords: "occupational therapists", "physical therapists" "injuries", 
"patient handling tasks", "injury rate", "injuries involving patient care tasks", "traditional 
manual patient handling",) 2. the attitude of therapists toward SPHM use (keywords: 
"occupational therapists", "physical therapists", "mechanical patient lift use", "traditional 
manual patient handling", "safe patient handling and movement equipment use", "injuries 
involving patient care tasks") , 3. the success of SPHM use toward reducing injuries 
(keyword: "SPHM equipment", "injury reduction", "injuries involving patient care 
tasks") 4. the availability of training and use of SPHM equipment by therapists 
(keywords: "occupational therapists", "physical therapists", "training in SPHM use", 
"therapeutic use of SPHM equipment") and 5. the effectiveness of the proposed theories 
in educating therapists on SPHM equipment and techniques (keywords: "andragogy and 
healthcare", "participatory ergonomics and healthcare", "participatory ergonomics and 
SPHM", "health belief model and SPHM" "occupational therapists", "physical 
therapists", "participatory ergonomics", "health belief model", "andragogy"). 
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1. What is the evidence to support a change from Traditional Manual Patient Handling 
CTMPH) to SPHM? 
Research on the use of SPHM devices, such as lifts and transfer devices are 
providing evidence that injuries related to client handling tasks can be reduced, at least 
among nursing staff. Transfer devices can be used by therapists for in bed positioning 
and to assist with a lateral transfer. Lift devices can be used by therapists for therapeutic 
purposes related to ADL's, balance and function, with the proper training and lift 
sling/vest configurations. Training the occupational therapy practitioners in the use of 
SPHM devices can improve the quality of client care/safety, improve the occupational 
therapy practitioner's safety during client care tasks, decrease the risks of injury to all 
staff, and maintain a healthy professional who feels confident to stay in the profession. 
In 2008 and 2009, occupational and physical therapy practitioners at York 
Hospital, York, P A, received in-services related to the use of mechanical lifts. The 
therapists who attended the in-services consistently stated there was no place for lifts in 
therapy, even though a lift had been successfully used to help a bed-bound 600 lb patient 
progress to walking independently with a rolling walker (LIKO, 2008 & Grimaud, 201 0). 
The attitude expressed by these therapists is not unique. Recent studies echo the attitude 
that mechanical patient lifts have little to no place in therapy. A qualitative study by 
Darragh, et al. (2009), identified that most occupational and physical therapy 
practitioners did not feel mechanical lifts would be valuable to therapy practice, but they 
were best suited to teach mechanical lift use to other healthcare staff. A survey study of 
occupational therapy practitioners in Ohio revealed therapists felt they were well 
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prepared to use SPHM skills and were knowledgeable in the most up-to-date techniques; 
however sit-to-stand lifts were the only option of mechanical devices that was mentioned 
(Rice, et al. , 2011). Further data from this study indicated that the most often used 
method of client handling was accomplished with a gait belt. This would suggest that 
manual transfers were the norm. 
A misconception that became apparent is that occupational therapy practitioners 
believe they do not get hurt like other healthcare workers. Both physical and occupational 
therapy practitioners believe training in posture and good body mechanics reduces the 
opportunity for work related injuries associated with client handling tasks (Darragh, et 
al. , 2009; Campo & Darragh, 2010). Campo, et al. (2008) reported that 57.5% of the 
physical therapy practitioners in their study reported work-related musculoskeletal 
complaints related injuries in physical therapists during patient handling tasks. Darragh, 
Huddleston, & King (2009), found at least 16.5% of occupational and physical therapy 
practitioners reported injuries during client handling tasks. Another study by Campo, et 
al. , (2009) found 58% of therapists experienced work related ache or pain in the year 
preceding the survey. During the survey time frame, there was 34% new injury incidents 
reported in this population of physical therapists. In a study of Ohio occupational therapy 
practitioners, 8% of therapists reported receiving an injury, 21% indicated having regular 
pain over the past five years and 12% reported they considered leaving the profession due 
to client handling injuries (Rice, et al. , 2011). Campo, et al. (2009) found 16% of 
physical therapy practitioners reported job changes, though the exact reasons for those 
changes were not identified. The research consistently identifies the low back as the 
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most reported area of injury among occupational and physical therapists (Rice, et al., 
2011; Campo, et al., 2009; Campo & Darragh, 2010). Other body parts identified as 
areas injured during patient handling include: shoulder, neck, wrist/hands, upper back, 
knees, ankles, hip/thigh, and elbows (Rice, et al., 2011; Campo, et al., 2009; Campo & 
Darragh, 2010). 
Darragh, et al. (2009) findings support that physical and occupational therapy 
practitioners are vulnerable to work related injuries. They noted that cultural perceptions 
about vulnerability may impede the use of protective equipment. Data from the study 
noted that therapists do believe they are at high risk for injury, but feel it is just an 
expectation of the professions. Occupational and physical therapy practitioners in this 
study stated lift equipment cannot be used in the therapeutic process and in fact, believed 
it would impede the client's progress in therapy. Darragh, et al. (2009) fmdings also 
indicated that therapists did identify client care tasks where lift equipment could be of 
assistance, but noted the available lift equipment configuration could not meet those 
needs. 
They noted that cultural perceptions about vulnerability may impede the use of 
protective equipment. Data from the study noted that therapists do believe they are at 
high risk for injury, but feel it is just an expectation of the professions. Occupational and 
physical therapy practitioners in this study stated lift equipment cannot be used in the 
therapeutic process and in fact, believed it would impede the client's progress in therapy. 
Darragh, et al. (2009) findings also indicated that therapists did identify client care tasks 
where lift equipment could be of assistance, but noted the available lift equipment 
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configuration could not meet those needs. 
The occupational therapy cultural belief of professional ideals is a barrier to using 
devices, just as the lift industry, in many cases is not prepared to deliver the product to 
therapists (Darragh, A., Campo, M.,& Olson, D. 2009). While Darragh, et al. (2009) 
noted some physical barriers to therapeutic mechanical lift use, Campo and Darragh 
(2010) identified professional ideals that affect the therapist's perception and acceptance 
of pain. The ideals of- dedication, self-sacrifice, compassion and clinical expertise- may 
impact the therapist's belief that lift equipment is not needed or appropriate for 
therapeutic use. Campo & Darragh (2010) found self-image to be a barrier to reporting 
pain or injury. Part of this self- image is the perception of strength and athleticism which 
instills an internal pressure to hide the pain out of fear that the person will be seen as a 
bad therapist. Some therapy practitioners admitted they change their treatment strategy 
by getting clients to do more of the transfer, placing them on a high-low table, or doing 
other activities that did not involve a transfer. Asking for help was not a high priority on 
their list of options and the use of lift equipment was not even discussed, even though, in 
both studies, participants expressed fears of getting hurt and dropping a client. 
The evidence demonstrates that occupational therapy practitioners get injured and 
experience pain at least as much a nurses during client handling activities. Three of the 
studies identified 8 - 16.5% injury rate among therapy practitioners yet only one 
addressed the issue of possibly using lift equipment in therapy. The goal of this doctoral 
project is to provide an educational opportunity for occupational therapy practitioners 
that increase the therapists understanding about injuries and consequences as well as 
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options and techniques for using a mechanical lift therapeutically. Topics to be included 
in the hands-on continuing education program will include: 
1) The Safe Patient Handling and Movement Initiative 
a) What is the initiative about? 
b) Devices associated with SPHM, 
c) SPHM is not just for nurses 
d) Is there any method of manual lifting that is safe to use? 
2) How lateral transfer devices can help the therapist. 
3) Therapeutic use of lift devices; protecting the therapist while advancing the client's 
rehabilitation. 
4) Advocating for safety. 
2. Is there evidence that SPHM devices prevent injury to care workers? 
The nursing profession has been studying the problem of work-related 
musculoskeletal disorders (WMSDs) related to client handling tasks since the early 
1990' s. At the 2008 Safe Patient Handling and Movement Conference, Dr. Audrey 
Nelson detailed the history of the SPHM initiative in the United States. Through the VA 
system, she began to study the injury rate of nurses and why direct care health care 
workers are injured more than workers in industry. The research of the VA team 
discovered that traditional manual patient handling and movement tasks were the cause of 
most injuries to direct client care workers (Nelson, personal communication, 2008). The 
American Nurses Association (ANA) (2012) became very active in the effort to reduce 
injuries among nurses. The ANA noted an increase in the average age of nurses, the 
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costs of injuries, the costs of replacing an injured nurse and nursing shortage as viable 
reasons to work toward reducing the injury rate. The available research on decreasing 
injuries with the use of SPHM equipment is currently found in research geared toward the 
nursing profession. 
Eight articles were reviewed for the effectiveness of SPHM devices at reducing 
injuries related to client handling tasks. Nelson and Baptiste (2004) summarized the 
current evidence to help clinicians identify evidence based practices. They identified 
back belts, manual patient lifting and training in body mechanics and lifting techniques as 
ineffective. The use of patient handling equipment , ergonomic assessment protocols, no 
lift policies, client lift teams and proper training in device use as effective means to 
reduce staff injuries. In 2004 algorithms, patient assessment protocols and peer leaders 
were seen as ways to improve the effectiveness of equipment use (Nelson & Baptiste). 
This summary was supported by research on the use of SPHM devices as documented in 
the other seven articles. 
Waters, Collins, et al. (2006) reported results from a six year study across eight facilities. 
The nursing staff in the facilities utilized mechanical lifts for transfers such as bed 
to/from chair, from the floor and for repositioning up in bed. For three years after 
implementation of mechanical lifts there was a 62% overall reduction in client handling 
injuries. Waters, et al. (2006) also noted other positive impacts as a result of the 
mechanical lift use such as an 84% reduction in workers compensation costs, an 86% 
reduction in lost (work) days and a 64% reduction in restricted (work) days. Another 
asset that supported this study was the inclusion of a zero lift policy in each facility. 
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Collins, et al. (2004) reported similar decreases in nursing staff injuries in a study 
involving six long term care facilities. Collins also noted a significant secondary gain in 
decreases of post-intervention patient assaults on staff with the use of mechanical lifts. 
Patient on staff workplace violence was decreased by 72% in the first year, another 50% 
in the second year and another 30% in the third year. These decreases also point to lower 
workers compensation costs for client care related injuries. 
Evanoff, et al. (2003) conducted a five year study that included four acute care 
and five long term care (LTC) facilities. Evanoff used a staggered program initiation 
format with a 2-3 year post-intervention follow-up. There were 25 full body lifts and 22 
stand/assist lifts deployed in the facilities, along with appropriate training. Prior to the 
SPHM interventions, the injury rate for the acute care facilities was 6.59/100 FTE and the 
LTC rate was 6.9/100 FTE. The post-intervention rate for acute care dropped to 5.71100 
FTE and the LTC rate dropped to 4.9/100 FTE. There were also significant reductions in 
the lost day rate. The acute care rate decreased from 3.00 to 2.02 and the LTC rate from 
3.13 to .89/100 FTE. Knoblauch and Bethel (2010) choose to study the turnover rate of 
registered nurses (RN) during their pilot study to determine the effectiveness of SPHM 
equipment. The facility recorded an average 10% turnover rate for RN's prior to the 
intervention. After the intervention, the rate was decreased to 5%. The study also 
demonstrated a decrease of 48% in the turnover of older nurses; those over 46 years of 
age. Knoblauch and Bethel (2010) stated three years before the pilot study was initiated, 
the facility spent $230,000 in injury costs. During the study, there were no RN lost work 
days and no incurred costs due to patient handling injuries. 
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Two 9 month studies completed by Nelson, et al. (2006) encompassed 23 patient 
care units in the VA system. Nelson included a six element process to promote the 
reduction of injuries in the chosen facilities. The elements included: an ergonomic 
assessment of the units, client handling assessment criteria and decision algorithms, peer 
safety leaders, an after action review and a no-lift policy. The study included 825 RN, 
LPH, Aide, student nurse and other healthcare technicians across the facilities. Nelson, et 
al. found injuries were reduced in 15 ofthe 23 units. There was an increase of injuries in 
seven units that was attributed to a prior under reporting of injuries related to the culture 
of those units prior to the interventions. The last unit already demonstrated a low injury 
rate prior to the intervention and had no changes. The study reported an overall injury 
reduction from 241100 FTE to 16.9/FTE, decreased lost (work) days from 256 to 209.5 
and decreased modified duty days from 1777 to 539. The individual employee lost days 
was decreased from 14.2 to 10.5 days/injury. 
Bell, Collins, et al. (2008) conducted a study that spanned a six year period, 
following 1728 nursing personnel before and after the intervention. The uniqueness of 
this study, conducted by the National Institute for Occupational Safety and Health 
(NIOSH), included both lab and field study to determine the safest ways to lift and move 
nursing home residents by reducing the extreme postures and excessive forces associated 
with manual lifting. The results at the end of the after intervention period netted a 61% 
reduction in workers compensation claims, a 46% decrease in reportable injuries 
(according to the Occupational Safety and Health Administration (OSHA)) and a 35% 
decrease in first reports of employee injury. Li, Wolf & Evanoff (2004) utilized pre and 
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post employee surveys to assess the injury rates of 61 nursing personnel. The surveys 
noted significant post intervention improvements in musculoskeletal discomfort with a 
relative risk of0.37 (95% CI) as compared to the RR of0.50 (95% CI) for nursing units 
not provided with the mechanical lift intervention. OSHA reportable accidents reduced 
from 10.3 to 3.8/100 FTE on units who received the intervention. 
The current evidence demonstrates that the use of SPHM equipment does reduce 
the risks of injury during client handling tasks. Each of the studies utilized a combination 
of sit/stand lifts, ceiling lifts, full body floor lifts and/or lateral transfer devices. Each of 
the studies had limitations such as: limited training, limited equipment, limited 
administrative support or trouble changing the attitudes of staff, but each study 
demonstrated a decrease in injuries despite the limitations. The client handling tasks and 
the equipment was geared primarily toward nursing needs as are the algorithms for 
SPHM use as outlined by Nelson (2006) and NAON task force (2009). The literature 
review demonstrated the nursing profession has dedicated itself to improving safety of 
staff with client care. The literature review, however did not fmd the same efforts for 
rehabilitation medicine staff and safety with client care. 
3. Is there evidence that effective SPHM skills are currently being taught to occupational 
therapy practitioners either in the academic setting or as continuing education? 
A search of the available research demonstrated a gap in determining the teaching 
of SPHM skills in occupational therapy academic settings. Frost (2009) queried all 245 
occupational therapy educational programs to identify how many occupational therapy 
academic programs teach SPHM skills versus traditional manual patient handling 
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(TMPH) skills. Frost had a 48% response rate, or 118 responses from academic 
programs. 75% of the respondents stated that only TMPH tasks were taught in their 
respective academic programs. Frost (2009) also investigated the reasons why academic 
programs continue to teach TMPH skills. She found that Traditional Attitude and 
Traditional Perceived Behavioral Control affected the teaching ofTMPH skills. Frost 
includes that academic programs continue to teach TMPH skills even though prevailing 
evidence demonstrates that manual skills are not safe for clients and therapists. Dr. Frost 
indicated that she is developing a multi-disciplinary academic program for the Sacred 
Heart University (personal conversation Philadelphia P A. April, 2011 ). 
King and Olsen (personal communication, May and August 2011) indicated that 
the University of Wisconsin-Milwaukee teaches both manual skills and skills utilizing 
SPHM devices. The conversation with Olsen also indicated that the available manual 
client lift was an older model and did not meet the needs of students to learn best practice 
for staff/ client safety. She did state there was impetus to obtain more up to date 
equipment. While this university does teach SPHM techniques, King admits the program 
could benefit from upgrading the curriculum. 
This author conducted an extensive internet search for post professional 
continuing education programming for SPHM skills. There were no available face-to-
face, hands-on continuing education programs dedicated specifically for therapist's use of 
SPHM equipment. The internet search did provide general SPHM conferences such as 
the one sponsored by the Tampa VA system and one sponsored by the New York State 
Department of Labor. The APT A does have an internet based continuing education 
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program for physical therapists in the continuing education area of the website (APTA, 
2012) 
4. Is there evidence that occupational therapy practitioners appropriately choose and use 
SPHM devices for therapeutic interventions as well as staff/patient safety? 
There is a gap in the evidence as to whether occupational therapy practitioners 
know how to appropriately choose and use SPHM devices. Darragh, et al. (2009), 
Campo & Darragh (2010), and Rice, et al. (2011) indicate that therapists do not 
understand the impact of their own injuries on their own health and the treatment of their 
clients. Darragh, et al. (2009) discuss that vendors of mechanical patient lifts have not 
met the needs for the therapeutic use of lift equipment. Rice, et al. (20 11) noted in their 
research that the only piece of equipment available was a sit-to-stand device, which is 
limited in its use for therapeutic functions. Two of the three of the major patient lift 
companies who responded to this author' s request for information on clinical use of lift 
equipment for therapists stated that they currently did not have protocols or training 
information for therapists (Personal communicationS. Radaweic, ArjoHuntleigh & P. 
Meehan, Guldmann, June, 2011). The trainer from LIKO/Hill-ROM, Jan Dubose 
(personal communication June 2, 2011) provided training protocols for therapies, but 
admitted they have not yet trained therapists specifically for therapeutic use. Dubose, 
who is an RN, admitted she also was not prepared to teach therapists in how to use lift 
equipment for therapeutic use, other than for ambulation. All three company 
representatives state that they provide training for facilities who buy their products and 
that they demonstrate the lift equipment at conferences and for potential clients. 
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5. Is there evidence to support the use of Adult Learning Theory, the Health Belief Model 
or Participatory Ergonomics to provide a practical learning environment for a face to 
face, hands-on learning experience for therapists? 
Andragogy, or the adult learning theory, as described by Knowles (1973) is a set 
of assumptions related to how most adults learn. Adults use their knowledge base and 
experiences to internalize and use new skills. Adults are driven by self-motivation to find 
solutions to real life problems. The assumptions of andragogy are present in the 
framework of both the HBM and PE Model. 
Participatory Ergonomics (PE) is a health promotion model that was born out of 
industry. Nagamachi (1995) described PEas a process of having workers actively 
involves in implementing ergonomic knowledge and procedures to improve the 
workplace. Workers in a participatory ergonomics team know what problems are in the 
workplace and are motivated to find solutions. In industry, the solutions may improve 
productivity, safety or both (Nagamachi, 1975). 
Three studies that utilized PE in healthcare were located in the literature search. 
Bohr, Evanoff & Wolf (1997) implemented three PE teams among three different types 
ofhealthcare workers. The three teams were able to identify problems in their specific 
areas and develop solutions. Two and six month surveys were utilized to determine the 
effectiveness of the teams. There were some limitations in common with each team that 
did limit success. The teams were small, limiting involvement across all shifts for all 
three groups; training was limited with two groups having only eight hours and the third 
group only having four hours. The teams reported frustration with trying to figure out 
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how to use their resources and administration for assistance with program details. While 
the teams were able to identify problems and potential solutions, the teams did not have 
the advantage of having an ergonomic professional to assist the process. In comparison, 
Fujishiro, Weaver, Heaney, et al. (2005) incorporated ergonomic consultation and 
guidance in order to obtain the best equipment and problem solving support. A check list 
was utilized to identify problems during the study period. The checklists were used by 
the ergonomist to work with the facility to improve the program. Limitations reported in 
this study included measurement of the equipment use was not documented, the 
ergonomist was reported to not be highly involved at individual workstations and 
sometimes did not provide the proper equipment. Bohr (1997) studied more about the 
process of PE in a healthcare setting, while Fujishiro (2005) studied the process and the 
injury rate. Fujishiro (2005) found the injury rate in 75% of the 73 units had decreases in 
injuries with the PE process that was utilized. He also found that 25% of the units had a 
slight increase in injury rate. This was attributed to the fact that these units already had 
low rates, indicating solutions for these units may need to be specifically tailored more 
precisely to those units' needs. 
Evanoff, Bohr & Wolf ( 1999) conducted a study utilizing PE with hospital 
orderlies in an effort to reduce injuries during patient care tasks. Administration and 
workers produced a cooperative effort with the PE process. This study included 67 
orderlies at the pre-intervention survey and 88 at the post intervention survey. The PE 
group consisted of 3 orderlies, one supervisor. The researchers were the technical 
advisors for the project. The orderlies of this 1200 bed medical center were the target of 
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this study secondary to their high rate of back, shoulder and knee injuries. The injuries 
were associated with client handling tasks with an injury rate of32.5/100 FTE, lost day 
rate of 136.2/100 FTE and modified duty rate of 107/100 FTE for the two years prior to 
the study. In the two years following the intervention, the injury rate fell to 16.31100 
FTE, the lost days rate to 23.0/ 100 FTE and the modified duty rate to 14.6/ 100 FTE. The 
authors were concerned that the changes could be temporal in nature, so they collected 
data on all hospital employees as a control. The results demonstrated a sharper decline 
with the orderlies over the entire staff, indicating success of the program. 
The PE team in the Evanoff, et al. (1999) study received eight hours of training, 
however in contrast to the Bohr (1997) study; the team had regular meetings with authors 
for technical assistance. In both studies, the teams were able to identify and prioritize 
safety problems. They were also responsible for evaluating and implementing possible 
solutions with limited abilities to affect change. Both studies utilized surveys to 
determine worker satisfaction with the PE process, however only Evanoff (1999) 
collected data on injury reduction. Fujishiro (2005) positive results echo the decreased 
injury results ofEvanoff(1999), demonstrating the effectiveness ofthe PE process. All 
three studies were developed utilizing staff from facilities to develop the PE process. The 
use ofPE during a hands-on face-to-face continuing education program where 
occupational therapists from many facilities may be present seems incongruous to the 
process. This author believes, however, the use of PE in this continuing education format 
will benefit participants in problem identification, solution identification, practice of new 
skills and development of advocacy skills. 
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The HBM is essential to the continuing education program as noted above; as 
occupational therapy practitioners do not believe we get injured as much as nurses; that 
the training in TMPH techniques keeps us safe and injuries are an expected part of the 
job. HBM can help understand how a person or group perceives the susceptibility and 
severity of a specific problem. 
The HBM has been used with the public to identify health issues such as 
predictors of breast cancer screening and compliance with Asthma treatment for children. 
Fulton, Buechner, Scott, et al. (1991) used the HBM to determine what factors would 
lead a woman to submit to a mammogram for breast cancer screening. Becker, Radius, 
Rosenstock, et al. (1978) used the HBM to determine a mother' s compliance with 
Asthma treatment for their child. Fulton, et al. (1991) used random dialing telephone 
interviews in a North Eastern State to gather data for their study. Interview questions 
focused on factors related to individual perceptions on the perceived susceptibility and 
seriousness ofbreast cancer, modifying factors related to demographic information, 
likelihood of action, including perceived effectiveness and barriers to getting a 
mammogram. Becker, et al. (1978) utilized a sample of convenience of children with 
previously diagnosed with asthma who were brought to a particular mid-Atlantic State 
pediatric emergency facility by their mothers for an asthma treatment. The mothers were 
requested to cooperate in the study designed to help researchers learn about the problems 
mothers have with their children' s health, including problems with dealing with asthma. 
The interviews were completed face to face during a 45 minute timeframe that the child 
was being treated. Covert blood tests were also taken to test for the presence of a 
36 
substance that is an integral part of all asthma medicines. 
Fulton, et al. (1991) used the results of the study as a means to determine what 
could improve the response of women to agree to engage in breast screening behavior. 
The results of the study suggested only one fourth of the participants felt they were 
susceptible to getting breast cancer and less than a third perceive breast cancer as life 
threatening. Less than half of the participants reported having a screening mammogram. 
Barriers to action included 20% did not have regular general care and 13 % did not have 
a source for regular gynecological care. Along with the decreased access to medical care, 
other barriers included: half of the participants did not perceive mammograms as 
effective and a third did not feel they were safe to have done on an annual basis. One 
third of the participants perceived mammograms to be uncomfortable. The conclusion of 
their study to improve cues to action included improve "outreach" into the community to 
establish patient-provider relationships and "in reach" to improve provider relationships 
as a means to increase breast cancer screening. 
Becker, et al. (1978) utilized the HBM to determine the factors that improve 
compliance with daily asthma treatment by mothers. Comments related to the perceived 
susceptibility and seriousness was indicative of compliance with the medication regimen. 
This was noted in the responses to a set of questions know as preventive orientation. 
These questions rated items such as the mother' s sense of control of (health) situations, 
belief that illness can be prevented, and giving medications as prescribed even when the 
child appears to be well. An interesting result of this study was that the mothers with the 
highest compliance also had the lowest belief that physicians truly understand asthma. 
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This might be a factor in the high rating related to the mother's locus of control for their 
child. Demographic variables that appear to have affected compliance were marital 
status, with the mother who had a spouse having the highest compliance, and educational 
level, where the mothers with the highest level of education had the greatest compliance. 
Barriers to compliance included: inaccessibility of places to obtain the medications, 
scheduling to administer the medications, the child's complaints of the taste of the 
medicine, and cost of the medication. Cost of the medication actually did not reach 
statistical significance in this study. 
Two articles involving healthcare providers demonstrate the use of the HBM with 
nurses and physicians. Shahraband, Benzion and Yom Din (2009) studied the factors that 
influence whether or not a nurse gets a flu shot. Michalsen, Delcios, Felk:nor, Davidson, 
et al. (1997) studied physicians use of universal precautions. Both studies utilized 
questionnaires to obtain their data. Shahraband, et al. (2009) found that the most 
significant factor affecting a nurses decision to get flu vaccine were found in the HBM 
factors of perceived benefits and cues to action. Michalsen, et al. (1997) found the 
perceived benefits to be the most significant factor. Demographic factors in both studies 
name both barriers and benefits to the issues. In the flu vaccine study, it was older nurses 
who received the vaccine, while younger physicians were more likely to use universal 
precautions in the Michalsen (1997). Experience was a benefit to the nurses while it was 
a barrier to physicians. Experienced older physicians were least likely to use universal 
precautions. They cited their perceptions about patient care, based on their training, as a 
primary barrier to universal precautions use. Whether affecting the perceived benefits of 
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the older physicians or the younger nurses, both studies recommended increased 
education as the best method for improving compliance. 
All four studies identify the main factor that drives compliance with each issue. 
They identified the benefits and barriers to compliance. In all of the studies, improved 
education was a cue to action recommended to improve compliance. The research, or 
gaps in research, indicates that occupational therapists are not trained in the use of SPHM 
devices that can reduce their own injuries and improve client outcomes. The HBM can 
be used to help guide the occupational therapy provider through the steps of the model 
from perception of susceptibility to cues to action. Education appears to be the key to 
improving the awareness of susceptibility and severity of a particular issue. That 
education can improve compliance with improving the health of persons in specific 
groups. 
Based on the literature and discussions with practitioners, occupational therapy 
practitioners are getting hurt at least as much as nurses with the use of TMPH tasks. 
These tasks are taught to therapists through formal education; even though there is no 
evidence that they are an effective method for moving and handling clients. The nursing 
profession has specifically researched the effects of TMPH on the health of nursing staff. 
A shift to using SPHM devices is proving to decrease injuries among nursing staff during 
client handling tasks. While there is a gap in the research for the understanding and use 
of SPHM equipment by occupational therapy practitioners, there are several studies that 
are demonstrating the injury rate and need to control the injuries of occupational therapy 
practitioners during client care tasks. Another step toward improving the health of 
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therapists and the outcomes of therapists would be a hands-on training for the use of 
SPHM equipment for therapeutic purposes. The HBM can be utilized to improve the 
occupational therapy practitioner' s perception of the susceptibility and severity of client 
care tasks. It can continue the process through to improving the cue to action to improve 
therapist safety. The use of Participatory Ergonomics will engage the participants of the 
hands-on continuing education program in problem solving and skill training. The new 
skills in SPHM techniques could help improve the cues to action that will lead to a 
reduction in client handling tasks among therapists. 
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Chapter 3: Description of the Project 
Introduction 
Occupational therapy practitioners learn and use TMPH techniques while working 
with clients who need assist during rehabilitation tasks (Darragh, 2009; Frost, 2011 ). 
TMPH is used by therapists for ADL training, bed mobility, sitting balance, standing 
balance, functional ambulation and wound care/ splinting. At least 12% of therapists get 
injured during these TMPH tasks (Campo, 2010; Darragh, 2009; & Rice, 2011). 
Occupational therapy practitioners continue to use TMPH skills, even though evidence 
continues to prove they do not prevent injuries (Darragh, 2009; Nelson, et al. 2006; & 
Rice, 2011). The occupational therapy practitioner's belief that mechanical lift equipment 
cannot be used therapeutically is supported by the available research. There have also 
been suggestions that third party payers may deny reimbursement when equipment is 
used with a patient who has a goal of independence, which is also supported by research 
(Darragh, et al. (2009); Harwood, 2008; Nelson, 2004). The ANA (2011) has 
demonstrated the use of SPHM equipment can reduce injuries, indicating occupational 
therapy can benefit from therapeutic use of the equipment. Based on this author's 
experience and conversations with other occupational therapy practitioners, therapists 
tend to learn new skills better with hands-on practice. Therefore, this project's focus is to 
develop a hands-on continuing education program designed to give therapists experience 
with SPHM equipment to learn the value for safety and improved client outcomes. 
Program Design 
Occupational therapy practitioners have the opportunity to attend continuing 
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education programs as a means to improve clinical competence. Therapists and assistants 
who maintain their NBCOT credentials are required to complete a certain level of 
continuing education (NBCOT, 2012). This author's experience and other occupational 
therapy practitioners with whom this author has communicated agree that therapists and 
assistants learn new skills better with hands-on practice. This author's experience has 
been that many continuing education programs are lecture based with limited hands-on 
practice and many times, limited ability to adjust at least some content to participant 
needs. While there is certain content that needs to be delivered to the participants, this 
author plans to adjust content to meet participant needs, at least in the areas of SPHM 
history, injury rates to occupational therapy practitioners, how TMPH skills contribute to 
the injury rate, and if there are safer TMPH skills along with the use of SPHM equipment 
and skills. 
The program begins with registration. There will be a pre-course survey designed 
to provide the instructor with participant information such as practice area, injury 
occurrence, and job changes related to injuries or fear of injury; use ofTMPH vs. SPHM 
skills. The information gathered before the presentation date will help the instructor 
identify participant needs and begin a conversation to move from TMPH to therapeutic 
use of SPHM equipment. Examples of how the pre-survey could help guide the 
instructor's introduction to the program would include: 
• Most of the participants who are OT/COTA practitioners who have been injured 
during client handling tasks. The survey answers will help the instructor generate 
an initial conversation of how the injuries occurred and what they have in 
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common. The conversation turns to problem solving solutions to the causes of the 
injuries, including other manual client handling task options. 
• Most of the participants who are in management are looking for answers to their 
therapist injury rate. This conversation may begin with the evidence on how 
SPHM devices are reducing staff and client injuries. Managers and administrators 
will look at SPHM equipment differently than therapy practitioners and the 
message here more related to the costs of equipment vs. the costs of a therapist 
who has been injured. 
• Most of the participants who are occupational therapy educators who have learned 
and taught TMPH skills and are trying to learn safer client handling skills to 
teach their students how technology can assist the therapeutic process while 
preventing injury to the therapist and client. 
According to Knowles (1973) adults learn new information and skills better when 
they can apply their life experiences. The examples above can be used by the instructor to 
engage the participants in identifying how therapy practitioner injuries affect the life of 
the therapist with an injury, client outcomes, and the overall effects on the therapy staff 
when an injury occurs. Active participation is essential for participants to learn how 
SPHM skills can improve the safety of therapy staff and clients, as well as improve client 
outcomes. 
The structure of the program and the depth of historical information may vary to 
some degree to accommodate participant needs. However, this author believes in order 
to change the future, the past must affect the present. Therefore, it is important for 
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participants to understand how the SPHM initiative was started. 
The general program outline will include the following information and skills: 
• The survey says: Who are the participants, what are their experiences, what do 
they hope to gain from the program, what client handling skills are currently 
being used and how can we share our experiences. 
• SPHM initiative - Why now? This section provides a history of health care worker 
injuries and the initiative. 
o Audrey Nelson, RN, PhD in 1992 begins research on why nurses get 
injured, why nurses leave the profession and how to reverse the trend. Dr. 
Nelson's research has been supported by the U.S. Department ofVeterans 
Affairs (VA) in Tampa, Fl. where the Patient Safety Center is located. 
This website: 
www.visn8.va.gov/patientsafetycenter/safePtHandling/default.asp. 
provides access to the Safe Patient and Handling Movement's up to date 
information and research. In 2000, the first SPHM conference was offered 
through the VA. The conference provides educational sessions on 
subjects such as how to identify client handling injury issues, the problems 
with manual care techniques, successfully initiating and implementing a 
SPHM program, and determining facility needs. The conference 
acknowledges initiatives from facilities, nursing departments, 
rehabilitation medicine and vendors. 
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o The American Nurses Association (ANA) acknowledged the problem of 
healthcare injuries related to client care tasks and becomes proactive 
organization in reducing nursing injuries. Most of the research to date 
comes from the nursing profession. By analyzing the data from the U.S. 
Bureau of Labor Statistics (BLS), the nursing profession found that at least 
12% of nurses (and all direct client care workers) were injured during 
client care tasks and at least 12% of nurses considered leaving the 
profession because of an injury or out of fear of an injury. The nursing 
profession has conducted studies to determine what actions can be taken to 
correct the problem. Their research found that continuing to teach proper 
body mechanics with TMPH skills did not decrease the injury rate. 
Research continues into the effectiveness of items such as lateral transfer 
devices and mechanical patient lifts. Current research demonstrated that 
devices such as lateral transfer devices and lifts can reduce injuries among 
nursing staff. There are different types of lateral transfers devices, some 
use manual force and some, mechanical force. Each has their attributes 
and downfalls. Mechanical lifts also have different styles and uses. 
Nurses tend to use sit-to-stand and full lifts for moving clients from one 
surface to another. 
o The ANA has been instrumental in advocating for minimal to no-lift laws 
in at least 10 States. The ANA has also been instrumental in having Bills 
introduced to Congress, asking for a Federal Law to protect healthcare 
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workers during client care tasks. The ANA and the VA have developed a 
nursing education module that teaches SPHM skills which is the process 
of being instituted in the Nursing Schools across the U.S. 
o The National Institute for Occupational Safety and Health (NIOSH) 
developed a lifting equation that, among other things, established the 
standard maximum lifting weight for industry at 50 lbs. This is an 
established standard that is enforced through the Occupational Safety and 
Health Administration (OSHA). Thomas Waters later developed the 
revised lifting equation, which sets the maximum lifting weight at 35 lbs. 
This is suggested to be the maximum lifting weight for client care. The 
reduction for healthcare is related to the fact that human movement is 
unpredictable; meaning people respond unpredictably for many reasons, 
including fear and pain. Their jerky movement can cause injury to a 
therapist who may be lifting, holding or walking the client. The 
recommendation from NIOSH for healthcare workers engaged in direct 
client care is no manual lifting more than 35 lbs. and no transfer that 
require more than minimal assist of two. 
• But therapists don't get hurt like nurses do . ... or do we? 
o Discussion of available research for therapy practitioners and injury rates. 
o What activities tend to cause injuries? 
o Therapy practitioner attitudes about TMPH, body mechanics and SPHM 
techniques 
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• Can't manual techniques be done better and safer? 
o Discussion on manual techniques participants currently use. 
o Discussion the evidence on the effects of manual techniques, including the 
research of Dr. William Marras on lifting forces on the body and the injury 
risk. 
o Sometimes we do need to use manual techniques, how can we do them 
safer? 
);> Consider no lifting with more than minimal assist of two. 
);> Consider changing the body mechanics to support assisting the 
client, not lifting the client. Practice different methods participants 
and instructor might be using. 
• Using a lateral transfer device as a therapeutic tool. 
o There are a variety of lateral transfer devices. Some require manual power 
and others are mechanically powered. The mechanical devices are 
primarily used to move clients laterally from one surface to another 
• Mechanical lifts, occupational therapy practitioners and client outcomes. 
Skills to be taught: 
o Bed mobility (including rolling, sitting up and moving to/from the edge of 
bed) 
o Sitting balance with ADL's 
o Standing balance with ADL' s 
o Sliding board transfers 
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o Getting on and off the floor 
o Functional Ambulation with ADL's 
o Multiple surface transfers 
o Limb holding for splint making or wound care 
o Selecting the proper sling 
• How to pick the best devices for your needs 
o Sit-to-stand lifts -How do they lift the client, with the client leaning 
backwards or in a more natural sit-to-stand posture? Can the device be 
adjusted for functional ambulation? Can the sling prevent a client fall? 
Can the device accommodate a work surface, or get close enough to a 
work surface for the client to engage in functional activity? 
o Full floor lifts - How stable is the lift? What is the potential for it to tip 
with the legs in? Out? What kind of lift bar does it have, aT -bar or aU-
bar (and the therapeutic use potential)? Can the lift actually get a person 
off the floor? Are there models for home use? What about the push/pull 
forces? How does the battery get charged/stored? What are the maximum 
weight limits? Ease ofuse of the controls? Emergency shut off? 
o Ceiling lifts- Benefits over floor lifts. Is it a single or an "H" rail? Are 
there "switches" available to move from one room to another. What are 
the weight limits on each motor? Will it reach the floor? Ease of use of 
controls? Charging the unit? 
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o Slings -limb holding slings in various sizes, walking vests/pants that will 
accommodate sitting and standing ADL's, balance training, functional 
ambulation, etc. , turning straps to assist with certain bed mobility skills. 
• Advocacy: How to get your facility to act for your safety. 
o Find what department in the facility keeps records on injuries and ask for 
the department to look into injury rates associated to client handling, 
including who is getting injured. 
o Use the evidence based research to support strategies to reduce the injury 
rate, improve therapist's safety, improve client care and client satisfaction. 
o Approach administrators with ideas to improve client safety and in the 
process, improve staff safety (The research shows working for client 
safety initially gets more attention than working for staff safety at least 
until money saving practices can be proved) 
o Find an effective client handling task that can quickly show a reduction in 
staff injuries, client injuries and Worker's Compensation costs. 
o Attend Continuing Education programs that improve your knowledge and 
skills in the SPHM arena. 
Program Participants 
The primary participants for this program are expected to be occupational therapy 
practitioners. Physical therapy practitioners and rehabilitation management and 
administration may also attend this continuing education program. All participants are 
required to complete the pre-program survey during the registration process to 1. help the 
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instructor gear the information to the participant needs, 2. determine the injury rate and 
causes, 3. determine what client handling skills are current being used, and 4. learn what 
practice areas are represented. (See Appendix E). Participants are also required to 
complete the end of program survey. This survey will help the instructor learn: 1. how 
well the program was received, 2. whether participants found the information helpful to 
promote safer client handling skills, 3. if participants feel they can use at least some skills 
immediately, and 4. if participants are motivated to advocate for improved safety at their 
respective facilities . 
The pre-program survey was used at the 2011 POT A conference in a session 
introducing Pennsylvania occupational therapists to the concept of SPHM. It was not 
used to collect research information, but as a mechanism to provide target education to 
participants of the session. Each participant was asked to fill out the pre-program survey 
prior to the start of the session and post-survey at the conclusion of the session. There 
were a total of 14 participants. Eleven participants filled out the pre-program survey and 
nine completed the post survey. Four of the 11 stated they had an injury related to client 
handling tasks. Two of 11 stated they would consider leaving the profession or changing 
practice areas because of the injury risk. Practice areas included academia, acute care, 
outpatient, community health, extended care and rehabilitation facilities. The 
expectations from the participants included: increasing awareness of lift devices, finding 
out if manual skills could be safer, learning how other devices (than gait belts, standing 
tables, sit-to-stand lifts and Hoyer™) can improve safety, looking for in-home devices, 
and finding ways to increase (own) safety and client safety. 
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The results of the POTA program survey results demonstrate how the information 
could help the instructor prepare for the program presentation. Examples of how the 
information would help with the presentation: 
• Four of eleven or 36%, reported an injury. This is more than double the injury 
rates reported in the current research. This information would be used to impress 
the severity of therapy practitioner injuries on the participants. The injury rate of 
the participants would be a good starting point for discussion and engaging the 
participants in understanding the problem. 
• Two of eleven or 18%, report they have considered changing jobs or professions. 
The current research reports around 12% consider changing jobs or professions. 
Discussion on this point can lead how injuries affect the profession when 
practitioners feel they can no longer practice safely. 
• Participant expectations listed above match the outline of the program for 
information on manual vs. mechanical assist, safety for the practitioner and the 
client, client outcomes and appropriate devices for settings and circumstances. 
• Participants identified practice areas from all areas except personal care, mental 
health and management. There were entry level therapists and academia, as well 
as practitioners with over 20 years of practice. Education on the effects of TMPH 
skills and "good body mechanics" would be an appropriate focus for this group of 
participants. The participants with longevity in the profession and the educators 
were trained to use TMPH and good body mechanics. They are the educators and 
the mentors for new practitioners. The discussion and practice of new skills would 
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be a perfect opportunity to change attitudes and practices throughout the 
profession. 
Objectives and Expected Outcomes 
Objectives of the continuing education program include: 
• Engage occupational therapy practitioners in learning about and problem solving 
solutions for client care related injuries. 
• Learn how using SPHM equipment can reduce practitioner and client injuries. 
• Understanding how SPHM equipment can increase client outcomes. 
• Learn what types of mechanical lifting devices and lateral transfer devices can 
enhance the therapeutic process and reduce injury risk. 
• Understand the effects of injury to staff, clients and the facility. 
• Understand how the cost of injuries affects department budgets for client care. 
• Obtain ideas on how to advocate for improved safety for practitioners and clients. 
Participants of the 2011 POTA conference who attended this author's presentation 
were also asked to complete the post-program survey (Appendix E). Nine of the 11 
participants who filled out pre-program survey completed the post-program survey. 
There are seven questions in the post-program survey designed to gain the participants 
perceptions on the program content. One question was related the use of alternate 
manual techniques, two were related to changing policy or approaching management and 
the other four were related to the benefits of SPHM equipment and skills use. All 
questions were answered in the affirmative except for three survey responses to the 
policy and management questions. Two participants answered that they did not feel they 
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had enough information to work toward policy changes or approaching management. 
Several comments were offered. Of specific interest, the more experienced therapists and 
a practitioner in academia felt more emphasis should have been placed on alternate 
manual techniques, where the younger, less experienced therapists and students want to 
learn more about how SPHM devices could improve safety and client outcomes. 
The results of the post- program survey suggest insights into the responses of the 
full 8 hour program. The results can help the instructor improve focus on specific areas 
for the future presentations. For example, the two practicing therapists, who did not feel 
they had enough information to approach management and work to change policy, also 
work in home healthcare. Home healthcare is a challenging area for practitioner and 
client safety and would require some extra research to meet these practitioner needs 
during a full eight hour program. 
A survey will be sent to participants approximately one year post-program. The 
intent of this survey will be to determine: 1. do the participants work in the same practice 
arena, 2. if not, did the participant change jobs/careers because of an injury or fear of an 
injury, 3. was the practitioner and if so was medical attention required, 4. what client 
handling task was being completed at the time of the injury, 5. was the practitioner using 
TMPH or SPHM skills. 6. has the practitioner been able to affect changes at their facility 
toward staff and client safety? 
The expected outcome would be the practitioner's increased knowledge would at 
least increase his/her personal safety. Anticipated additional outcomes within a year's 
time could be 1. facility support for SPHM, 
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2. increased use of SPHM devices by therapy practitioners, 
3. enhanced client outcomes 
4. reduce the rate of injuries among occupational therapy practitioners. 
Based on this author's experience, the process takes time in addition to support from 
management to implement a SPHM program. Successes are built in steps, proving the 
worth of the devices. The greatest outcome would be to see if the participants have the 
tenacity to follow through with SPHM program development in their respective facility. 
Barriers and Challenges to Implementation 
There are challenges to implementing this program. The first challenge will be 
with the Company. While they have dedicated support to producing the program, 
planning the inception of the program will need to coincide with the Company's vision 
and calendar of planned events. A representative for the Company has suggested 
providing a SPHM program for CNA's at a local facility where the injury rate is reported 
as very high. This may be a project from management to judge this author's skills in the 
SPHM arena. 
Another challenge to implementation is this author's desire to actively engage the 
participants in the learning process. Participatory Ergonomics and the Health Belief 
models expect participant involvement. This author's experience has been that many 
participants in a continuing education program do not expect to participate; rather 
participants are comfortable with instructors simply lecturing to the group. The pre-
program survey will help the instructor engage the participants, through their life 
experiences, into problem identification, problem solving and solution options. 
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A Ban-ier to implementation will be the occupational therapy practitioner's 
attitude and beliefs about the use of TMPH vs. SPHM techniques and devices. Marketing 
opportunities can help increase awareness for this program. Presentations at conferences 
such as POTA and AOTA can help increase awareness of the problem. 
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Chapter 4 Evaluation Plan 
Evaluation plans are used to analyze the performance and outcomes of a program. 
According to Newcomer, Hatry and Wholey (2004) they are typically designed before a 
program is implemented and are used to monitor the implementation of the program, the 
performance of the program, and the ability of the program to achieve its goals. 
Evaluation plan results provide information about the success of the program. The results 
also provide suggestions for future work either for the same program or for similar 
projects and programs. 
The purpose of this proposed program evaluation is to collect information about 
the content included in the SPHM Device Training for Occupational Therapy 
Practitioners (the Program) continuing education program in order to improve the 
effectiveness for (1) continued delivery of the Program, and (2) the development of 
program adaptations to meet participant needs. This evaluation plan begins with an 
overview of the identified problem, the essential contextual factors related to the 
program, and a brief summary of the program vision. A logic model will be used to 
describe the evaluation program and the evaluation methodology used in this evaluation. 
Central Problem of the Project 
Occupational therapists use TMPH techniques for client care tasks such as 
transfers, ADL training, balance activities, wound care, and bed mobility (Darragh, et al., 
2009; Campo & Darragh, 2010). Occupational therapists are injured during client care 
tasks at least as much as nursing staff who are engaged in TMPH tasks (Campo & 
Darragh, 2010; Darragh, et al., 2009; Rice, 2011). At least 12% of therapists consider 
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leaving the profession either out of fear of an injury or because of an injury related to 
direct client care (Rice, 2011 ). The nursing profession has found the use of SPHM 
equipment can reduce the risk and costs of injuries related to direct patient care tasks 
(Collins, et al., 2004; Evanoff, et al., 2003; Knoblauch and Bethel, 2010; Waters, et al. , 
2006). However, both occupational and physical therapists generally believe the use of 
SPHM equipment is not conducive for therapeutic treatments; that the use of TMPH 
techniques during therapeutic activities is essential to the job and the risk of injury is a 
part of the job (Campo and Darragh, 2010; Darragh, et al., 2009). 
Context of the Program 
The continuing education program, SPHM device training for occupational 
therapists (the Program) and the related dissemination plans were developed by this 
author, who is an occupational therapist with experience in healthcare ergonomics and 
client I staff safety. SPHM is a designated area of practice within the scope of healthcare 
ergonomics. This author believes that occupational therapy practitioners may not 
recognize the impact of practitioners with injuries on client care, client outcomes and 
client-/staff-safety. The Program, a face-to-face, hands-on continuing education 
experience, will provide participating therapy practitioners with knowledge about the 
causes of injuries incurred during manual client care tasks and SPHM skills that can 
reduce the risk of injury. The target participants for this program include occupational 
therapy practitioners, physical therapy practitioners, rehabilitation medicine managers-/ 
administrators. The rationale for the inclusion of therapy practitioners is the rate of 
injuries to this population during client care, the impact TMPH skills have on the risk a 
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therapy practitioner may get injured and the opportunity that SPHM skills can provide to 
reducing the injuries. The rationale for the inclusion of rehabilitation managers-/-
administrators is their direct responsibility to the safety of their staff and best practice 
quality of care to clients. 
Local and regional geographical contexts are an important consideration for the 
Program presentations. At least 10 States have some type of safe patient handling law 
that establishes a no- or minimal lift policy when engaged in client care tasks (ANA, 
2012). Participants from these States will have a different perspective on the use of 
SPHM skills for therapeutic use. They may provide other techniques for therapeutic use 
or be able to discuss other device vendor products. Other participants may attend from 
facilities that have a SPHM policy, but therapists have not engaged in therapeutic use of 
the devices. There will be participants from facilities or companies (such as home health) 
where the concept of SPHM has not been discussed, much less initiated with any client 
care staff. The Program does have an expectation of participation by the attendees. A 
regional and local cross section of participants would be beneficial to the learning 
process. Any presentation that includes regional and local management I administrative 
staff increases the opportunity of providing potential cost savings with SPHM device use. 
Core Purpose of the Program 
The purpose of this doctoral project is to develop and implement a hands-on, face-
to-face continuing education program for therapy practitioners on the therapeutic use of 
SPHM equipment and techniques. The program includes: 1. a pre-course survey to 
establish the needs of the participants, 2. a history of what the SPHM initiative is about, 
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3. discussion about the pre-course survey with participants, 4. participant sharing of 
experiences and their ideas of how TMPH might be better, 5. evidence of the risks of 
manual client care tasks, 6. introduction and practice of SPHM equipment, and 7. 
advocacy for improving staff safety at the facility level. 
An essential core aspect of this program is active participant engagement in the 
Program. The theories used to develop this project are essential to participant 
engagement. Each of the theories can be incorporated at the individual or group level. 
The Program is based on the principles of Participatory Ergonomics (PE). PE expects 
participants to engage with one another in identifying the problem, investigating potential 
solutions and developing plans to resolve the problem. The Health Belief Model (HBM) 
helps participants identify the risks associated with the problem and possible solutions. 
The evidence based research provides the background to discuss the injury risks. 
Andragogy or adult learning theory acknowledges that adult learners bring their life 
experiences to new skills and knowledge acquisition; adults want to actively participate 
in skill and knowledge acquisition rather than simply be lectured to. This author believes 
andragogy is at the core of PE and HBM as their approaches incorporate adult learner 
principles. Each presentation of the Program will provide a balance of lecture, 
discussion, problem-solving and skills acquisition in order to meet the planned goals. 
The overall program goals are: 
• Long-term goal: Program results will contribute to the improved safety of 
occupational therapy practitioners during high risk client care tasks. 
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• Long-term goal: Program results will contribute to the improved functional 
outcomes for clients from occupational therapy services. 
• Short-term goal: Program results will introduce occupational therapy 
practitioners to the concept that SPHM equipment can be used therapeutically for 
client care tasks and treatment. 
• Short-term goal: Program results will educate occupational therapy practitioners 
to realities of injuries related to TMPH. 
• Short-term goal: Program results will educate occupational therapy practitioners 
on therapeutic use of SPHM equipment as a tool to prevent staff injuries. 
An evaluation system will be utilized to determine the impact of the Program with 
therapy practitioners who attended the Program. Logic models can be a helpful tool in 
preparing for program evaluation. 
Program Logic Model 
The logic model is a tool that can be useful in guiding and organizing new 
program evaluation, especially during the formation of the program. The visual model 
organizes the key performance areas of resources, problem theory, and activity outputs. It 
can demonstrate how the program may be delivered and what the short, intermediate and 
long terms outcomes may be expected (McLaughlin & Jordan, 2004). According to 
Wholey (2004), a logic model can be a valuable tool for stakeholders to understand the 
program and expected outcomes. The logic model for this program is designed to build 
an understanding of the Program and the anticipated outcomes (see Figure 1.). 
Logic models illustrate the resources that are available for the Program. The 
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potential participants who would benefit from the Program are also identified. The 
locations where the Program may be presented include the Company training center or an 
outside facility training area. Because the program is a face-to-face, hands-on program, 
both the instructor and the participants will need to travel to attend the Program. It may 
be important to regionalize the presentation sites to reduce the need for participant travel 
to attend the program. The nature of the problem identifies that many occupational 
therapy practitioners may not be aware of their injury risk during client care tasks or that 
SPHM devices can reduce the injury rate while increasing client outcomes. The activity 
output addresses activities such as the Program, podcasts and conference presentations to 
promote the information. The podcasts and conference presentations help promote the 
Program and increase practitioner awareness of the problem. The primary goals are to 
improve practitioner safety and client outcomes. Other goals of the Program are client 
safety with decreased injuries among practitioners and cost control. 
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Figure 1 Logic Model 
Program Title: Safe Patient Handling and Movement: Device training for occupational therapy practitioners 
Inputs 
Resources 
Program Clients 
*Occupational 
Therapy Practitioners !-
*Physical Therapy 
Practitioners 
*Rehabilitation 
Medicine Managers I 
Administrators 
Program Resources 
Staff: 
*OT instructor 
*Lift equip. vendor 
*Company Marketing 
*Company Continuing 
Education Department 
Funding: 
*Company education 
budget, reimbursed 
with participant tuition. 
Setting: 
*Company training 
facility 
*Outside company 
facility 
i 
Problem Activities Outcomes 
Theory Outputs I Short Term Intermediate Outcomes 
Nature of the Problem 
*High rate of therapy 
practitioner work related 
injuries caused during 
client care tasks. 
*TMPH skills are not 
evidence based for safe 
client handling. 
f-+1 *Therapy practitioners 
may not be aware of 
SPHM practices. 
_i_ 
Program Theory 
Participatory Ergonomics: 
Involving staff input into 
training needs solutions. 
Adult Learning Theory: 
Establish program for adult 
learners. 
Health Belief Model: 
Increases practitioner 
awareness of injury risk. 
Financial: 
Decreased injuries= decreased 
WC costs. Cost of lift 
equipment vs. cost of staff 
injuries- cost analysis. 
Interventions and 
Activities 
*Face-to-face, hands-on 
r+l continuing education 
program for therapy 
practitioners. 
*POTA/AOTA 
conference presentations 
and posters. 
* AOT A Podcasts 
+ 
Program Outputs 
*Up to 16 practitioners 
trained per program 
presentation 
*Appropriate use of 
mechanical lifts. 
*Increased knowledge on 
use of mechanical patient 
lifts for therapeutic 
practices. 
*Decreased injuries 
related to client handling 
tasks. 
Outcomes 
* Increased knowledge, 
comfort, and confidence 
with SPHM devices 
*Increased device use 
with client care during 
therapeutic 
interventions 
*Decreased injuries 
related to client 
handling tasks. 
*Therapy practitioners 
learn the cost benefits 
with SPHM use. 
*Increased client 
outcomes and 
satisfaction. 
*Therapy practitioners 
are more competent 
and confident with 
SPHM device use. 
* Therapy practitioners 
become proactive 
toward safety issues in 
~ regards to client 
handling tasks. 
*Rehabilitation 
managers I 
Administrators note 
decreased we costs. 
*Client safety and 
satisfaction continue to 
rmprove 
1 
Long Term Goals 
*Therapy practitioner injuries continue to 
decrease. 
*Client outcomes continue to improve 
*Therapy practitioners stay in the profession 
longer secondary to decreased injuries. 
* Facilities spend less in WC costs. 
ExternaVEnvironmental Factors: Therapy Practitioners: At this time many practitioners do not feel the use of SPHM devices is needed. Part of a marketing campaign will 
need to focus on the health risks. Rehabilitation Management I Administrators: Managers need to be made aware of the effects of practitioner injuries on client care, the 
opportunity for more practitioner injuries and budgetary considerations. Finance: The Company will need to invest money into the marketing of the Program, providing the 
training setting, and if determined to be used as a research project, supply the IRB support. Equipment: Equipment vendors must be secured to provide appropriate equipment. 
Program Evaluation 
The Program evaluation begins with the pre-program survey. This survey helps to 
develop the direction of the program as it identifies the needs, injury history, current 
client handling techniques, and practice area. The pre-program survey will be completed 
at the time of registration, so the instructor will have time to plan the course according to 
participant needs. A post-program survey will be completed at the end of the Program. 
The objective of this survey is to determine how well the information and hands-on 
experience was received by the participants. Some aspects of the post-program survey 
include asking if the participant felt the skills section was beneficial, if advocacy 
information was beneficial and if the participants feel they could approach their 
management with information related to SPHM. The responses will help the instructor 
revise the program to better meet the needs of participants. A one year post-survey will 
be sent to participants. The objective of this survey will be to determine if participants 
have been able to use the skills they learned, improve their safety (and with what 
techniques), affect change within their facility related to SPHM, and improve client 
outcomes. It is anticipated that after the pilot testing of this educational program that the 
Company may want to conduct a formal research project. If this occurs, an Institutional 
Review Board (IRB) application will be completed. 
The pre- and post- program surveys use a closed end yes/no response. Both 
surveys begin with collecting demographic information. Many of the pre-program 
questions provide a section for additional information, such as describing what client 
handling devices currently used, or an open ended question where the participant 
63 
provides an explanation of their expectations. 
All of the post-program questions are closed yes/no responses, except the last one, 
where the participant can provide additional comments. The plan for the one year post-
program survey will be to use a Likert scale for questions to determine item such as how 
often SPHM devices are used and how often the therapist uses manual techniques. 
Closed ended questions will be used to identify demographic information and injury rate. 
Open ended questions may be used to permit respondents to express their experiences. 
Multiple choice questions can be anticipated to identify what SPHM devices have been 
used by respondents. 
Data Collection 
A pilot test of the Program will be completed with the first presentation. 
Responses to the surveys will need to be stored in the Company's continuing education. 
The Company research staffwill assist with the statistical analysis to determine if the 
Company would find a full research project to be viable. The initial pre-program survey 
results will be available to the instructor for the purpose of organizing the program 
content. The post-program survey will be a paper and pencil, designed to evaluate the 
presentation for appropriate content and participant perception of their abilities to use the 
new knowledge and skills. These results will be stored in the Company's Continuing 
education to compare to the one year post-program survey. The one year post-program 
survey will be an internet based survey. The results of this survey will be compared to the 
post-program survey to determine if the responses would appropriately support a formal 
research project. 
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Conclusion 
The intent of this program evaluation is to measure the effectiveness of the hands-
on continuing education program to teach therapy practitioners the benefits of using 
SPHM devices as a means to reduce practitioner injuries and improve client outcomes. 
The pre-program survey will be used to help the instructor plan the program to meet the 
needs of the participants. The post-program survey will provide feedback for the 
instructor as to the success of the program content. Answers and additional comments 
from the post-program will be used as a guide for creating the one year post-program 
survey. The results of the one year post-program survey will provide information on 
therapy practitioner's ability to obtain and use SPHM for therapeutic use, if the 
respondents were able to advocate for improved safety at their facilities, if therapy 
practitioner injury rates decreased at the respondent's facility and if client outcomes 
improved with the use of SPHM equipment during occupational therapy treatment. This 
information would benefit the occupational therapy profession to promote skills that 
improve practitioner safety and client outcome. 
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Chapter 5: Funding Plan 
Project Description 
The purpose of this doctoral project is to develop and implement a hands-on, face-
to-face post professional continuing education program for therapists on the therapeutic 
use of SPHM equipment and techniques for therapeutic use. The program includes: 1. a 
pre-course survey to establish the needs of the participants, 2. a history of what the 
SPHM initiative is about, 3. discussion about the pre-course survey with participants, 4. 
participant sharing of experiences and their ideas of how TMPH might be better, 5. 
evidence of the risks of manual client care tasks, 6. introduction and practice of SPHM 
equipment, and 7. advocacy for improving staff safety at the facility level. 
Funding Plan Introduction 
Funding options for this course will need to consider aspects such as the rental of 
the facility space to hold the course, rental of the lift equipment, marketing, materials 
printing, pre and post course survey, one year post course survey, the cost of becoming 
either an AOTA Approved Provider or obtaining AOTA Single Course Approval, audio-
visual (A V) equipment refreshments, and instructor costs. The costs as previously 
described are related to three aspects of the program; pre- course activity, day of course 
activity and post course activity. 
Before the course can be promoted, a decision must be made as to whether to 
have it approved for by AOTA. This decision does have an effect on marketing strategy 
and budget. There are two options for AOTA authorization to assign CEU's for a 
program; AOTA Approved Provider Program (AOTA APP) and AOTA Single Course 
66 
Approval (AOTA, 2012). The single course option is appropriate for providers who 
provide one or two courses a year. There are fees and conditions associated with each 
presentation of the course. The AOTA APP establishes a person or company as an 
approved provider ofCEU's. There are fees and conditions associated with the program; 
however multiple courses can be presented throughout the year (AOTA, 2012). 
A computer based registration system will be utilized and will need to be able to 
include the pre-course survey. The inclusion of the pre-course survey is essential to the 
instructor's ability to plan the course to meet participant needs, as well as to help 
determine the outcome of the participant's ability to change behaviors that affect therapist 
safety with client care at the one year post course survey. Survey Monkey™, an on-line 
survey service will be used to collect pre- and one year post-course information. 
The budget will include: printed materials related to the course and for the end of 
course surveys. While the course will be geared toward the needs of the participants, 
there will be certain materials that are essential for each presentation of the course. 
Included in the budget is the cost of post course survey material. 
The number of participants for each presentation of the course needs to be 
considered. This will be an essential aspect of the financial planning. There needs to be 
enough participants to make the course affordable, yet small enough for each participant 
to feel as if they had time to learn the new skills with a level of confidence to use at their 
own facilities . 
Needed Resources: Budget 
Three budgets are included in for this funding plan (see Appendix A for budgets). 
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The first budget is for the initial program development and adaptations/revisions to meet 
participant needs in future presentations of the program. The program design is 
established to meet the participants at their level of understanding and knowledge, based 
on pre-survey results, and use their experience to guide the program to using SPHM 
equipment for therapeutic purposes. Each presentation will require adjustments based on 
the surveys. This may require some program adaptation to provide the participants with 
the best learning experience. This is a budget item for subsequent presentations. A 
laptop computer with Power Point (PPT) and a remote mouse are essential for presenting 
the program. 
The second budget is for the implementation of the program. It includes 
marketing for the program, with advertising in Advance for OT, OT Practice, Today in 
OT and CE WebFind. Facility rental, refreshments, lifts equipment rental, instructor fees, 
printed materials, IT support, audio-visual (AV) equipment and AOTA approved CEU's 
would also be included. The budget here will be different depending on if the program is 
presented at the Company facility or at an outside facility. The outside facility can decide 
to market the program or have the Company market the program. The outside facility 
may provide the refreshments, A V equipment and additional equipment. The outside 
facility may choose to have the Company provide all items, except the AOTA approved 
CEU's as the program must be provided at the Company to use the APP status. 
The third budget is delegated to dissemination of the program results. A one year 
post program survey will need to be distributed, collected, coordinated with the pre- and 
end ofprogram surveys, and interpreted. This will require the services of the Company 
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research department. Presenting the program and results will incur costs related to travel, 
conference fees, room and board. 
Program Implementation Costs 
AOTA approved CEU's: Drayer Physical Therapy Institute is the company (the 
Company) with which this author is employed. The Company is an approved AOTA 
APP facility. There will not be any additional cost incurred for CEU approval. 
Facility Rental: The Company has a training area available for the training 
program. A nominal portion of the program fee would help cover the cost of utilities for 
the building use. If the program is presented at a non-Company facility, a fee for the use 
of the facility would be included as a portion of the participant's costs. 
Lift equipment: Local vendors will be contacted for their interest in supporting the 
training of therapists in the therapeutic use of the equipment. This author would work to 
establish a relationship with at least two of the major patient lift companies. There is 
some diversity with different options in lift styles, sling configurations and safety 
considerations between available lifts. The expectation for the amount of equipment 
needed for the program is to have one lift per 3 or 4 participants. A rental agreement 
would be established based on 20 participants, with the variety of lift options to be evenly 
distributed among the vendors. At the time of this writing, the local vendor for LIKO has 
offered free use of a few lifts for the course (Steve Glanell, personal communication, 
October, 2011). Other equipment may be required depending on where the course is 
held. Items such as a hospital bed, bedside commode (BSC), wheelchair or recliner may 
need to be completed in a specific program location budget. 
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IT support: The Company IT department will be utilized to provide the 
registration site and web-based surveys for pre-course and one year post course. IT also 
provides and supports site A V equipment. Costs associated with IT will be incorporated 
into the budget. 
Marketing: The Company marketing department will produce and distribute 
program pamphlets through mailings, advertise through venues such as Advance for OT, 
OT Practice, Today in OT, and CE WebFind at AOTA.org (a benefit of being an AOTA 
APP). The marketing department will also develop a participant fee for attending the 
course that incorporates all costs associated with the program. Marketing also provides 
for drinks, snacks, lunches and day of course support. 
Instructor fees for Company employees are set by the Company, based on the 
course length, content and experience ofthe instructor. Fees for this author at this time 
would be $75.00/hour for programs presented at the Company facility. 
The costs for would fluctuate with the size of the class, the location of the 
program, rental of A V equipment, the relationships and contracts established with the 
vendors, and refreshments. Costs associated with the initial production of the program 
pamphlets and advertising would be reduced with subsequent presentations. However, 
the cost for future mailings and for advertising beyond the CE WebFind resource needs to 
be considered. 
Dissemination Costs 
Dissemination activities for this program include the distribution of a one year 
post program survey to determine if the participants: 1. stayed in their current positions, 
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2. have been injured during client handling since the program, 3. were able to affect 
changes to the participant's facility toward improving staff and client safety, and 4. 
describe what changes have been made toward improved safety. The intent is to 
distribute the survey through Survey Monkey™, but there may be some participants who 
do not have email access and will need a paper survey sent. There may be some postage 
costs associated with the survey. The year post program survey will need to be 
coordinated with the participant's survey results from the pre-program survey and the end 
or course survey to develop an overview of the success of the program. This author will 
need the assistance of the Company research staff to accurately interpret the data. This 
will have a cost commiserate with the amount oftime utilized by the research staff. This 
author has presented the concept of SPHM to occupational therapists at the 2011 POT A 
conference and plans to present at the 2012 POTA conference to provide hands-on 
interaction with the lift equipment. This author plans to present the results of this 
program either as a presentation or a poster session for the AOTA in 2014. There will be 
costs associated with conference fees, travel expenses and poster materials (if needed). 
Writing articles for journals and magazines as well as putting fact sheets together will not 
incur additional costs. 
Potential Funding Sources 
The Company is a private entity that provides continuing education programs for 
employees. Other occupational and physical therapists can also attend these programs 
that are advertised for community inclusion, paying an established tuition. Most of these 
programs are education vendors that are brought to the Company. However, the 
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Company does utilize the expertise of the occupational and physical therapy staff to 
produce quality continuing education for employed and community therapists. The 
Company establishes tuition for community therapists to help cover the costs for the 
program. The Company also maintains the AOTA APP status to provide approved 
AOTA CEU's for programs presented at the Company facilities. The Company also 
supports research in areas of relevance to occupational and physical therapy safety, client 
outcomes and skill competency. Below are potential funding sources for the elements of 
this funding plan: course development and implementation and research results 
dissemination. 
Table 1. Funding Opportunities 
Funding Funding Source and Description 
Type 
Federal grant Outreach to Occupational Safety and Health Community 
grants through NIH and NIOSH. Grants up to 
$1 00,000/year 
These grants are delegated through the Education and 
Research Centers (ERC) for NIOSH/CDC. Programs for 
these grants should be designed to serve area needs and 
implement innovative strategies to meet those needs with 
a focus on impacting the practitioner. 
Federal grant Healthcare grants in the areas of Ambulatory Health 
Care Services, Hospitals and Residential Care Facilities. 
$2,000,000 in available grant funds 
These grants are supported by CDC and NIOSH to 
support programs that improve healthcare worker safety, 
including reducing MSDs. 
Federal grant Research Demo Grants through the Centers for Medicare 
&Medicaid Services (CMS) for service delivery models. 
Grant funds not specified 
CMS awards grants for activities that encompass all 
aspects of health care. 
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Implementation 
or Dissemination 
Implementation and 
Dissemination. 
Implementation 
Implementation 
Corporate Dissemination 
grant Grants through the Agency for Healthcare Research and 
Quality (AHRQ). 
Grant funds are not specified 
AHRQ works to improve the evidence base for 
healthcare issues and works to create a connection 
between the evidence based research and healthcare 
stakeholders. 
Foundation Grants for quality improvement initiatives, including Implementation 
Grant client safety and performance improvement activities. 
Grant amount $265,000 
Grants are funded through the partnership of the Greater 
New York Hospital Association and the United Hospital 
Fund. They are designed to strengthen clinical education 
in the area of quality improvement for clients and staff. 
Healthcare and Accessibility grants sponsored by 
Verizon. Dissemination 
Grant funds not specified 
Foundation 
Grant The Verizon Foundation awards grants in healthcare that 
improve healthcare delivery through the use of 
technology. If accepted the program must track and 
report outcomes and results of measureable human 
impact. 
Dissertation Research Grant Program of the Institute for Implementation and 
the Study of Occupation and Health. Dissemination 
Scholarship Grant funds not specified 
grant 
Investment of AOTF. Provides grants for projects that 
promote the development of qualified occupational 
therapy researchers who are dedicated to advancing 
science in OT. 
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Chapter 6: Dissemination Plan 
Project Description 
Occupational therapists use TMPH techniques for client care tasks such as 
transfers, ADL training, balance activities, wound care, and bed mobility (Darragh, et al. , 
2009; Campo & Darragh, 2010). Some occupational therapists are injured during client 
care tasks at least as much as nursing staff who are engaged in TMPH tasks (Campo & 
Darragh, 2010; Darragh, et al. , 2009; Rice, 2011). At least 12% of therapists consider 
leaving the profession either out of fear of an injury or because of an injury related to 
direct client care (Rice, 2011). The nursing profession has found the use of SPHM 
equipment can reduce the risk and costs of injuries related to direct patient care tasks 
(Collins, et al. , 2004; Evanoff, et al., 2003; Knoblauch and Bethel, 2010; Waters, et al. , 
2006). However, both occupational and physical therapists generally believe the use of 
SPHM equipment is not conducive for therapeutic treatments; that the use of TMPH 
techniques during therapeutic activities is essential to the job and the risk of injury is a 
part of the job (Campo and Darragh, 2010; Darragh, et al., 2009). 
The purpose of this doctoral project is to develop and implement a hands-on, face-
to-face post professional continuing education program for therapists to introduce the use 
ofSPHM equipment and techniques for therapeutic use. The program includes: 1. a pre-
course survey to establish the needs of the participants, 2. a history of what the SPHM 
initiative is about, 3. discussion about the pre-course survey with participants, 4. 
participant sharing of experiences and their ideas of how TMPH might be better, 5. 
evidence of the risks of manual client care tasks, 6. introduction and practice of SPHM 
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equipment, and 7. advocacy for improving staff safety at the facility level. Another 
aspect of this program will be reporting the effects ofthe program results through 
participant surveys. The Company IRB process will be initiated prior to the first 
presentation so data may be collected to evaluate and report the effectiveness of the 
program. 
Dissemination Goals 
• Long-term goal: Program results will contribute to the improved safety of 
occupational therapists during high risk client care tasks. 
• Long-term goal: Program results will contribute to the improved functional 
outcomes for clients from occupational therapy services. 
• Short-term goal: Program results will introduce occupational therapists to the 
concept that SPHM equipment can be used therapeutically for client care tasks 
and treatment. 
• Short-term goal: Program results will educate occupational therapists to realities 
of injuries related to TMPH. 
• Short-term goal: Program results will educate occupational therapists on 
therapeutic use of SPHM equipment as a tool to prevent staff injuries. 
Target Audiences 
• Primary audience: The primary audience for dissemination of this continuing 
education program is occupational therapy practitioners. 
o Occupational therapy practitioners are introduced to using SPHM devices 
for improving client outcomes. 
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o Occupational therapy practitioners are introduced to how using SPHM 
devices can reduce the risk of injury. 
o Occupational therapy practitioners are introduced to methods for choosing 
appropriate equipment to promote SPHM. 
• Secondary audience: The secondary audience for dissemination of this program 
is rehabilitation management /administrators. The program is designed to teach 
therapists how to use the devices to prevent injury and improve outcomes, as well 
as demonstrate the potential cost savings to department management and facility 
administrators. 
o Management could understand the potential cost savings by using SPHM 
equipment as a means to reduce staff injuries. 
o Management could realize the potential improvements to client treatment 
outcomes with the use of SPHM devices. 
o Management could become an advocate for safety of all facility staff who 
engage in client handling tasks. 
• Tertiary audience: The tertiary audience would be physical therapists and 
physical therapy assistants. The program is designed to cover the occupational 
therapy aspect of SPHM device use, but the hands-on practice would give 
physical therapy practitioners practical application for gait training, balance and 
wound care activities. 
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Key Messages 
For Occupational Therapy Practitioners: 
1. Using TMPH skills during client care tasks can cause injuries to therapists. 
These injuries can range from mild resulting in little to no residual future 
problems to severe where one injury can end a person's career (Campo, et al., 
2009). The fear of injury related to TMPH tasks can result in therapists leaving 
the profession (Rice, 2011). Using SPHM techniques and devices can reverse 
this injury trend. Using SPHM devices can reduce the need for manual lifting and 
manual care tasks. SPHM devices can give therapists greater control of client 
tasks where manual tasks require more than minimal assistance of two, as in 
balance or ADL training or when limb holding is needed for splinting or 
lymphedema care. 
2. TMPH can increase the risk of injury to clients as they may require more 
physical assistance to engage in functional activities. Clients can lose their 
balance and fall can cause injury to themselves and to therapists. Using SPHM 
device can help a client develop confidence in their skills while reducing the risks 
of injury to both the client and the therapist. 
For Rehabilitation Management I Administrators: 
1. Therapists who are injured during client care tasks create a cost burden to the 
facility, but this may not appear in the department's budget. The budget items 
related to Workers' Compensation costs are generally delegated to Occupational 
Health (OH) or Human Resources (HR) budgets rather than individual 
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department budgets. The higher the need to pay injury costs results in higher 
budget dollars are delegated to OH or HR. The individual departments usually 
are never aware of the monetary cost of the injuries. Also, during the budget 
processes, individual department requests may be reduced to help cover the cost 
of injuries. This is usually not explained to the individual departments by the 
facility administration. Monetary costs are a portion of the cost. It is suggested 
that lower morale may occur when other therapists must take on the work of the 
injured therapist. Quality of care and client satisfaction may also be reduced 
when a therapist is injured. 
2. The use of SPHM devices can reduce the risk of injury to the therapist during 
client care tasks. SPHM devices can be used therapeutically to produce a 
positive effect on client outcomes. The average cost of one back injury could pay 
for at least two mechanical patient lifts (depending on the type and weight 
capacity of the lift). For example, a LIKO 650 lb. capacity floor lift costs 
approximately $700.00 (Steven Glanell, personal communication, 10/2011 ). The 
national average cost of a non-surgical back injury in 2008 was approximately 
$15,000.00 (Nelson, personal communication 3/2008 Orlando, Fl.). 
For the Physical Therapy Practitioners: 
1. As with occupational therapists, using TMPH skills during client care tasks can 
cause injuries to physical therapists. These injuries can range from mild resulting 
in little to no residual future problems to severe where one injury can end a 
person's career (Campo, et al., 2009). The fear of injury related to TMPH tasks 
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can result in therapists leaving the profession (Campo, et al., 2009). Using 
SPHM techniques and devices can reverse this injury trend. Using SPHM devices 
can reduce the need for manual lifting and manual care tasks. Physical therapy 
practitioners can benefit from the use of SPHM devices to improve outcomes for 
balance, gait and lower extremity wound care. 
Sources/Messengers 
• For Occupational Therapy Practitioner: Occupational therapy practitioners 
consider the American Occupational Therapy Association and the World 
Federation of Occupational Therapists to be credible sources of information 
related to occupational therapy. Therapists access association magazines such as 
OT Practice 
(AOTA), the American Journal of Occupational Therapy (AJOT), The Bulletin 
(WFOT), and the AOTA web site for practice information and continuing 
education opportunities. There are non-Association magazines such as Advance 
for Occupational Therapy Practitioners and Today in OT that include continuing 
education opportunities. Information on the continuing education course may be 
disseminated through these journals, publications and web sites. Companies that 
provide continuing education programs also produce and mail pamphlets 
advertising the programs. Dissemination of this type may be available through 
this author's employer, Drayer Physical Therapy Institute. 
• For Rehabilitation Management I Administration: The Company's and other 
rehabilitation management and administration consider the American 
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Occupational Therapy Association and the American Physical Therapy 
Association to be credible sources of information related to rehabilitation 
medicine. Managers access professional journals and publications such as AJOT, 
Physical Therapy Journal, and Advance for Rehabilitation Managers for practice 
information and continuing education opportunities. These publications may be 
available resources for dissemination for this continuing education program. 
• For Physical Therapy Practitioners: Physical therapy practitioners consider the 
APT A to be a credible source of information related to physical therapy practice. 
Therapists access the PT Journal and Advance for Physical Therapy Practitioners 
for practice information and continuing education opportunities. These 
publications may be available resources for dissemination for this continuing 
education program. Companies that provide continuing education programs also 
produce and mail pamphlets advertising the programs. Dissemination of this type 
may be available through this author's employer, Drayer Physical Therapy 
Institute. 
Dissemination Activities 
• Program presentation: 
o Pre-program activities includes marketing the program and web based 
registration through the Drayer website. Registration for the course 
includes completing a pre-course for demographics and prior injury data. 
o Requirements prior to the day of the program are securing contracts to rent 
lift equipment, securing the facility for the program, printing handouts, 
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ordering A V equipment and refreshments. 
o Post program includes a post program survey for the effectiveness of the 
materials taught and a one year post program web-based survey to obtain 
outcomes from the therapist's participation in the program such as if the 
therapist's facility has made improvements to therapist safety. 
• Written information: 
o A journal article summarizing the effects of training therapists in the use 
of SPHM equipment on: 1. therapist injury rates 2. therapist's perceptions 
of client outcomes and 3. facility changes toward improved staff and client 
safety will be completed and submitted to a peer-reviewed journal such as 
The American Journal of Occupational Therapy or WORK. This will be 
completed within 6 months after the first one year post-course surveys are 
received and tabulated pending formal research project acceptance. 
• Electronic Media: 
o A podcast discussing the use of SPHM devices among occupational 
therapy practitioners will be proposed to the American Occupational 
Therapy Association for their Living Life to its Fullest™ podcast series 
within six months after the first one year post-course surveys are received 
and analyzed. The intent of the podcast will be to inform occupational 
therapy practitioners of the benefits to therapists and clients in using 
SPHM devices. 
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• Person-to-person contact: 
Budget 
o A one hour lecture presentation proposal was submitted to the 2011 
Pennsylvania Occupational Therapy Association (POTA) conference in 
March of 2011. The presentation was accepted for the October 20 11 
conference. The presentation provided an introduction to 1. The injury 
rates associated with manual client handling, 2. The inception of the 
SPHM initiative, 3. Occupational therapists utilizing safer client handling 
skills that prevent injury and improve client outcomes, and 4. An 
introduction to therapeutic use of mechanical left equipment. Pre and post 
program surveys were also provided to the group. 
o A two hour lecture I lab presentation proposal will be submitted to the 
2012 POT A conference by March 15, 2012. If accepted, this presentation 
will incorporate hands-on experience for therapists as well as presenting 
similar information from the 2011 presentation. 
o An eight hour continuing education program will be initiated through the 
marketing and continuing education departments of the Drayer Physical 
Therapy Institute within 6 months after the completion of this doctoral 
project. The plan is to have 2 - 4 courses per year in various eastern US 
locations. 
Budgetary costs associated with program implementation include the cost of 
renting lift and medical equipment, presenter fees, rental of A V equipment, printing 
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handouts for participants, refreshments, facility rental (if not provided in a Drayer clinic), 
travel costs for the presenter to course locations and POT A conference. Except for 
POT A conference expenses, the participant registration cost will be designed to off-set 
the set-up costs for the course. The cost for the program will be set up by the marketing 
department of Drayer. 
The dissemination for program development activities require this author's time. 
Time is needed to compile the data from the pre-program survey. The information from 
the survey guides the initial course discussions. Time is needed to compile the post 
program survey for the effectiveness of the course and determine presentation correction 
opportunities for the next scheduled event. Time will be needed to compile the results 
from the one year post program survey. Other aspects of dissemination that will require 
time resources include: preparation for marketing, marketing, survey website set-up, 
establishment of rental agreements for lifts and other associated medical equipment. 
Budgeting for community dissemination includes aspects of program 
development such as contacting lift vendors, trying the products, working on 
commitment and contracts with lift vendors, preparing items for marketing, introducing 
the program through conferences, etc. Once the program is developed, program 
dissemination focuses on marketing the program. Estimated budgets for the initial and 
subsequent program development programs as well as marketing for in-house and outside 
facilities are listed in Appendix C. 
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Evaluation 
• Written information: Dissemination of information will be successful if the 
journal article is accepted by a peer-reviewed journal for publication. 
• Electronic media: Acceptance of a podcast by the AOTA and tracking of the 
number of times the podcast is accessed will demonstrate the successfulness of 
this type of dissemination for course results. 
• Person-to-person contact: The number of attendees for the POTA related 
session and end of session surveys provides information on the effectiveness of 
this type of dissemination. Survey returns associated with the face-to-face 
continuing education program will help to determine 1. The effectiveness of the 
hands-on course in learning how to use SPHM equipment for therapeutic uses, 2. 
To determine if therapist injury rates decrease among participants, and 3. To 
determine if the participants were able to have an effect on the safety of other 
staff at their facilities. 
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Chapter 7 Conclusion 
In 1992, Nelson, began studying why the rate of injuries among the nursing 
profession were so high; higher than industry (BLS, 2009; personal communication, 
Orlando, Florida, March 2008). Results from her study suggested that client handling 
tasks were the primary cause of nursing injuries (VA Patient Safety Center, 2011 ). 
Research initiated by the nursing profession has found that the use of SPHM devices can 
reduce injuries related to client care tasks (Nelson & Baptiste, 2004). Additional research 
supports using SPHM techniques during client care. Marras (2008) developed a tool to 
demonstrate the effects of manual lifting on the back. His research supports the findings 
that the discs in the lower spine can tolerate 770 pounds of compression force and 240 
pounds of shear force. His research also supports the findings that the forces on the back 
are 20 times the weight plus the weight being moved during TMPH skills. This means 
using a maximum lift on a 150 pound person equals 3150 pounds of compression force 
on the back. Waters (2008) developed a revised lifting equation for healthcare. The 
manual lifting limits for industry is 50 pounds. The revised manual lifting for the 
healthcare industry is 35 pounds (Waters, 2008). The work ofMarras and Waters 
supported the ANA's initiative for implementing SPHM into the educational programs 
for nursing (Menzel, et al, 2007). 
Implications for Occupational Therapy 
Occupational therapy practitioners are trained to use TMPH techniques and 
proper body mechanics during client handling tasks (Frost, 2009). Most of the time 
practitioners engage in these tasks without incident. However, the literature identifies that 
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at least 12% of occupational therapy practitioners report injuries that are related to client 
care tasks. Rice (2011) further found that at least 12% of occupational therapy 
practitioners leave the profession either because of an injury or out of fear of an injury 
while engaged in client care tasks. These rates mirror what the ANA (2012) has found in 
the research on nursing injuries and reasons for leaving the profession. 
Considering the parallels of injury rate and reasons for leaving the profession, the 
occupational therapy profession could benefit from the lessons the nursing profession has 
already discovered; that SPHM devices and skills can reduce staff injuries. Nursing staff 
essentially use lift equipment for lateral transfers and surface to surface transfers. 
Occupational therapy practitioners can use transfer devices to assist in bed positioning 
and lateral transfers as well as teaching clients how to position themselves in bed. With 
the proper training and lift sling/vest configurations, lift devices can be used by 
practitioners for therapeutic purposes related to ADL's, wound care, splint fabrication, 
balance and functional ambulation. Training the occupational therapy practitioner in the 
use of SPHM devices can improve the quality of client care/safety, improve the 
therapist's safety during client care tasks, decrease the risks of injury to all staff, and 
maintain a healthy professional who feels confident to stay in the profession. 
Program Description 
The proposed program for this doctoral project is a hands-on, face-to-face 
continuing education program. The program will be based on adult learning principles to 
promote the use of SPHM devices such as mechanical patient lifts and friction-reducing 
devices . The training program will target working occupational therapy practitioners in 
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the decision making and use of SPHM equipment, the production of training materials 
and the delivery of direct hands-on training. The anticipated outcome of the project will 
be increased compliance and use of SPHM devices for therapeutic interventions and 
associated transfers. It is anticipated that, over time, the program will result in the 
reduction of work related injuries (WRI) and increase patient safety during these 
therapeutic tasks. 
Integration of Theory 
The theories to support the SPHM continuing education program are: 1. Adult 
learning theory, 2. Participatory Ergonomics, and 3. The Health Belief Model. 
Adult learning theory as developed by Knowles (1973) implies certain principles 
to learning. The first principle is that adults have a desire to be self-directed. An aspect 
of the Program is to actively engage the participants in the discussions, problem solving 
and skills acquisition. The second principle is that people attach more meaning to 
learning that they gain from experience than those they acquire passively, as in from pure 
lecture. Adults tend to learn better when they can bring their experiences to the learning 
situation and test new skills against their experiences (Knowles, 1973). This author's 
experience along with discussions with other occupational therapy practitioners supports 
the concept that learning is more productive when life experiences can incorporate new 
knowledge I skills. The third principle is that adults come to a program ready to learn 
and the fourth principle is that adults are performance centered. The program design 
assumes that participants are there to learn and provides the performance aspects with 
active participation. 
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The second theory is Participatory Ergonomics (PE). PE uses the principles of 
Adult learning and applies them to achieve desirable outcomes that meet the needs of the 
group. Kuorinka (1997) states the participants learn the technical aspects about the 
problem first and then how to communicate that knowledge across professional lines. The 
communication is important elements to the ability to problem solve a situation. Wilson 
and Haines (2002) state this training and communication must begin with a concrete, 
hands-on approach. As the training progresses, a more abstract and conceptual approach 
may be realized. The program begins more concrete, discussing the demographic 
information provided through the pre-program survey and how it may coincide with the 
research. The program continues to discussing and trying different manual teclmiques 
and why they may or may not be appropriate. The program moves to SPHM skills, 
which introduces the content that is least familiar for most participants. 
The third theory is the Health Be1iefModel (HBM). The HBM implies the person 
will take health related action if: 1. the person feels a negative health condition can be 
avoided, 2. the person has a positive expectation that by taking the recommended action 
a negative health condition can be avoided, and 3. The person believes he can 
successfully take a recommended health action (Rosentock, Stretcher, & Becker, 1988). 
The program uses a pre-program survey to help identify the participant's risk for injury 
and the effect an injury might have on the practitioner. The final aspect of the program is 
advocacy. Each participant will learn how to advocate for their own safety as well as at 
least working towards advocating for improved safety for other practitioners 
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Program Evaluation 
The program evaluation begins with the pre-program survey. This survey will 
guide the instructor on the most productive way to deliver the program content. This 
survey will be a discussion point to engage participants in the content of the Program. 
Participant's stories will engage others in better understanding the experiences of others 
throughout the learning process. At the end of the program, a survey will be completed 
to help the instructor understand how well the program was presented, how the 
participants felt about the content and if they feel they can address administrators about 
improving practitioner safety. A one year post-program survey will be developed and 
sent to participants to ascertain the impact of participation in the Program on injury rates, 
use of SPHM and client outcomes/safety. 
In conclusion, the program developed for this doctoral project is designed to 
improve the safety of occupational therapy practitioners by engaging participants in an 
interactive program to learn how SPHM devices can be use therapeutically. The program 
will help practitioners understand the risks of TMPH and the benefits of SPHM as well as 
have bands-on practice in using SPHM skills. Participant surveys will be used to 
organize specific content for each presentation and to provide feedback on the program 
and on progress a year after the program. The ultimate goal of the program is improved 
practitioner and client safety and well as improved client outcomes. 
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Appendix B 
Implementation and Dissemination Budgets: 
Program Implementation costs: Program Development 
Budget item 
Program development 
POTA 2011 presentation costs 
Travel to meet lift vendors I 
try equipment/ establish 
rental contract potential 
Obtain pictures & permission 
& take pictures for materials 
Pamphlet & fact sheet design 
Survey development pre- post 
and one year post 
Article reviews for up-to-date 
evidence based research 
(purchase, print, review time) 
Program organization for live 
Presentation (includes peer review) 
Program revisions 
Notebook computer with PPT & remote 
Total estimated costs 
Program 1 
1000.00 
500.00 
200.00 
200.00 
200.00 
400.00 
300.00 
($2800.00) 
N/A 
1500.00 
$4300.00 
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Subsequent presentations 
$500.00 
(review of research, adjust 
content as needed) 
500.00 (based on survey needs) 
N/A 
$1000.00 
Program Implementation costs: Program Presentation 
Budget item Company based 
Marketing 
Pamphlet printing $500.00 
Advance for OT 585.00 (1/6 page) 
Advance for PT 585 .00 " 
Advance for Rehabilitation 585.00 " 
Managers 
Today in OT 
OT Practice 
CE WebFind 
Pamphlet mailings 
AOT A based podcast 
AOT A approved CEU 
Facility rental items 
Refreshments 
Lift equipment rental 
Materials printing 
IT support for online 
registration and surveys 
pre and one year post 
Audio-Visual equipment 
Instructor fees (8 hr program) 
Total estimated costs 
550.00 
800.00 
NC 
400.00 
NC 
($4000.00) 
no additional cost 
500.00 
200.00116 participants 
no additional cost** 
200.00 I 16 participants 
500.00/ occurrence 
no additional cost 
75.00/hour 
$6000.00 
Outside Medical Facility 
Determined by Facility (DBF)* 
(The outside facility may choose 
to use any/all marketing options 
however, online registration is 
with the pre-program survey are 
essentials.) 
DBF (certificate of attendance 
vs. AOTA APP status) 
on hand or DBF 
DBF for 16 participants 
no additional cost** 
$200.00 I 16 participants 
500.00/ occurrence 
If needed, included in 
Instructor fees 
75-200.00 /hour*** 
rrun. $1300.00- max $6300.00 
• *The outside facility may choose to have the Company market the program 
through available means or may market the program on their own. Certain 
information and the inclusion of the pre-program survey will be essential 
information. 
• **One local lift supplier has currently agreed to lend the equipment at no cost. 
Other lift suppliers may have a rental cost or other locations for program 
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presentation may have different suppliers with different expectations. This can 
change with each presentation of the program. 
• ***Instructor fees may be scheduled to include travel expenses, AV rental or 
unforeseen equipment needs. 
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Appendix C 
Program Dissemination costs: Evaluation Results 
Budget item 
Data collection, interpretation and 
report production. 
Journal article publication 
AOT A/POT A presentation/poster 
conference, travel, room & board costs 
Total estimated cost 
One year results 
$500.00 
N/ A (assuming electronic submissions) 
$3000.00 
$3500.00 
Program Dissemination costs: Program Development 
Budget item 
Program development 
POT A 20 11 presentation costs 
Travel to meet lift vendors I 
try equipment/ establish 
rental contract potential 
Obtain pictures & permission 
& take pictures for materials 
Pamphlet & fact sheet design 
Survey development pre- post 
and one year post 
Article reviews for up-to-date 
evidence based research 
(purchase, print, review time) 
Program organization for live 
Presentation (includes peer review) 
Program revisions 
Notebook computer with PPT & remote 
Total estimated development costs 
Program 1 
1000.00 
500.00 
200.00 
200.00 
200.00 
400.00 
300.00 
($2800.00) 
N/A 
1500.00 
$4300.00 
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Subsequent presentations 
$500.00 
(review of research, adjust 
content as needed) 
500.00 (based on survey 
needs) 
N/A 
$1000.00 
Program Dissemination costs: Marketing costs 
Marketing 
$500.00 Pamphlet printing 
Advance for OT 
Advance for PT 
Advance for Rehabilitation 
585.00 (116 page) 
585.00 " 
585 .00 " 
Managers 
Today in OT 550.00 
OT Practice 800.00 
CE WebFind NC 
Pamphlet mailings 400.00 
AOT A based podcast NC 
Total estimated marketing costs $4000.00 
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Determined by Facility (DBF)* 
(The outside facility may choose 
to use any/all marketing options 
however, online registration is 
with the pre-program survey are 
essentials.) 
Appendix D 
SPHM Device Training Program 
Pre-program survey 
Name: __________________ ___ Age:__ Sex: M F 
Occupation: OT OTA PT PTA Rehab Aide/Tech 
Injured during 
p ractlce settmg y rs emo.ove dC urrentlv emoJ ove d r c tent care d Bo tv oart 
Acute care 
Extended Care 
Personal Care 
Rehab. Facility 
Mental Health 
Community 
Out Patient 
Other: 
1. Have y ou ever been in"ured duri J g client care? es No 
If you answered No to the above question, please continue to question #6 to complete 
this survey. 
2. Have you ever reported your injury to your facility? Yes No 
3. Have you ever been treated by a physician for your injury? Yes No 
4. Have you ever had to take time off for an injury? _Yes _No. 
If so, how much time off of Work __________ days/ weeks/months/years (circle one) 
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50 Have you ever changed jobs because of an injury? Yes No 
60 Have you ever considered changing jobs because of fear of being injured? 
Yes No 
7 0 Have you ever considered leaving your profession because of an injury or injury 
potential? Yes No 
80 Do you currently use devices to protect yourself and your client from injury? 
Yes No If so, What devices do you use? 
---------------------------
90 Do you currently use client handling devices to enhance your therapeutic approach 
with patients? Yes No If so, what do you use 
------------------------
100 What information and skills do you hope to learn about in this course? 
Additional Comments: 
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Appendix E 
Post-program survey 
Name: 
-----------------------
Sex: F M Age:_ 
OTR COTA PT PTA Rehab. Aide/Tech 
1. Did the course provide you with viable options to prevent injury during client handling 
tasks? Yes No 
2. Did the course provide you with viable mechanical lift interventions for therapeutic 
use? Yes No 
3. Did the course provide you with some basic information on how to change policy and 
attitudes at your facility? Yes No 
4. Do you think the manual transfer techniques you learned in this course are better than 
the techniques you have used in the past? _Yes _No 
5. Would you agree that the use of a mechanical lift can be therapeutic for the client and 
prevent injury potential to the client and the therapist? _Yes _No 
6. Would you agree that a lateral transfer device can prevent therapist injuries while 
helping the client with in bed mobility? _Yes _ No 
7. Do you feel you could approach your management/employee health department to 
seek their support to establish a SPH program? Yes No 
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Additional Comments: 
In approximately one year, a survey will be sent to participants of this class to help 
determine if there have been changes in how therapist are using SPHM equipment during 
client handling tasks. It may be used as a part of a research project to determine 1. The 
effectiveness of this program, 2. How well therapists are using SPHM equipment for 
therapeutic purposes, and 3. If the practitioner believes advocacy has help improve safety 
and client outcomes. Please provide an e-mail address if you believe you will have one 
year from now. If you do not have an email address, please provide a US Postal address. 
E-mail/ US Postal Address: 
Thank you. 
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Appendix F Fact Sheet 
LIKO Hill-Rom 2010 
Grimaud. 20 II 
UKO Hill-Rom 2010 
SAFE PATIENT HANDLING AND MOVEMENT 
DEVICE TRAINING: A HANDS-ON CONTINUING 
EDUCATION PROGRAM FOR OCCUPATIONAL 
THERAPY PRACTITIONERS 
Theta Grimaud, OTR/L, CEAS, OTD Student 
tgrimaud@oss.com 
Safe Patient Handling and Movement is: 
• A nursing profession initiated program initiated as 
client handling injuries continued to rise. 
• The injury rate for nurses is 12% and 12% of nurses 
leave client care or the profession because of an injury 
(2, 15) 
• SPHM was named as a means to gain support from 
administration (12) 
• The tools do make client handling safer for the client, 
but the intent of the initiative is to protect healthcare 
workers (12) 
Why is SPHM important to therapists? 
• Injury rate is at least as much as it is for nurses (1 , 4, 5, 6, 
7, 8, & 14). 
• The rate of attrition attributed to patient handling 
injuries is at least as much as it is for nursing (1, 4, 5, 6, 
7, 8, & 14). 
• Client handling injuries affects client care. 
• Therapist lives are disrupted by injuries received from 
client handling tasks. 
Effects of manual lifting 
• Research has demonstrated that lifting weight away 
from your body, increases the compression forces to 20 
times the weight plus the weight being moved (11). 
• The discs in the lumbar spine can take about 770 lbs. of 
compression force before signs of injury are seen (11). 
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• Lifting/pushing/pulling a 150 lb. 
person creates 3150 lbs. of 
compression force (plus your 
weight) 
The use of Safe Patient Handling and Movement (SPHM) 
equipment can improve clinical outcomes and reduce injury 
risk to therapists and clients. 
SPHM equipment can decrease injuries and improve 
outcomes with activities such as: 
• Bed mobility (including rolling, sitting up and moving 
to/from the edge of bed) 
• Sitting/standing balance with ADL' s 
• Sliding board transfers 
• Getting on and off the floor 
Functional Ambulation with ADL's 
• Limb holding for splint making or wound care 
Continuing Education opportunity 
A face-to-face, hands-on continuing education 
program is available to educate occupational therapy 
practitioners about 
* the risks of injury related to manual client care tasks 
* the risks and benefits of "better" manual client care 
tasks. 
* SPHM equipment for therapeutic interventions. 
* how to choose the best equipment for your facility 
* how to advocate for improved healthcare worker safety. 
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UKO Hill-Rom 2010 
ArioHuntleigh 20 II 
Grimaud. 2008 
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Appendix G 
Executive Summary 
The proposed intervention is to develop and present a hands-on program designed 
to help improve the health and safety of occupational therapy practitioners and clients 
during patient handling and movement tasks, by using certain Safe Patient Handling and 
Movement (SPHM) equipment for therapeutic purposes. The models used to develop this 
project were Andragogy, or Adult Learning Theory, the Health Belief Model (HBM) and 
Participatory Ergonomics (PE). 
Research conducted by Darragh (2009), Campo (20 1 0) and Rice (20 11) provides 
the evidence to identify the problem of injuries occurring during Manual Patient 
Handling and Movement tasks. A social assessment survey of occupational therapy 
practitioners in the South Central Pennsylvania area can help identify the prevalence of 
the problem in this geographic area. The survey results can be utilized to inform 
rehabilitation managers and occupational therapy practitioners of the risks by advertising 
a face-to-face hands-on continuing education program. The information will help to 
identify the perceived susceptibility and severity of the issue, as well as initiate a call to 
action to initiate physical skill and behavioral changes to reduce injury risks, which are 
aspects of the HBM. 
When the occupational therapy practitioners register for the course, there is a pre-
program survey to be completed. The survey serves several purposes : 1. to help the 
participant identify their areas of injury or risk, 2. to help the participant express their 
needs to reduce injury risk and solution ideas, and 3. to give the instructor a guide to what 
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therapists perceive as the issues and potential solutions. The information from the survey 
is a building block to engaging the participant in the program. 
Principles of Andragogy include the adults bringing their own experiences to the 
learning process. The course will begin with a discussion on the results of the 
participant's surveys, the available research, including the cultural aspects that come 
from the educational background of therapists, and client population trends. This 
discussion also applies HBM of perceived susceptibility and severity and begins the 
process for perceived benefits (HBM). Principles of PE include engaging all participants 
in problem solving and skills acquisition process. 
As the program progresses, each phase includes aspects of all three theories. The 
next section of the program would include, "Is there a better way to use manual handling 
and movement techniques?" Participants will share ideas and problem-solve the 
relevance to their situations and against available research. Continuing, the program 
would introduce of the use of Safe Patient Handling and Movement equipment. Skills 
training, supported by HBM principle of self-efficacy, Andragogy principle of adult 
performance centeredness and PE concept of concrete to abstract hands-on practice with 
the equipment will be included. Discussions about the barriers and benefits to equipment 
use are based in HBM perceived barriers and benefits. Advocacy, the fmal aspect of the 
course, is supported in HBM through cues to action and self-efficacy and through the 
adult's need to apply knowledge and skills principle of Andragogy. Discussing the skills 
and steps necessary to promote safety in individual facilities to governmental lawmakers 
instills a sense of empowerment and self-efficacy. The end of the course has a follow-up 
104 
survey to see if expectations were met. A survey for one year post-program will be 
discussed which will be used to ascertain if participants have been able to affect changes 
in their environments. The one year post-program survey will provide feedback on the 
participant's ability to implement the new skills, advocate for improved safety and 
outcomes. 
The resources needed to implement this course include the facility to sponsor the 
course. At this time, the author's company which promotes continuing education 
programs and is approved by both AOTA and APTA has the facility available locally. 
The next resource needed is the vendor to rent the lift equipment. At this time, lift 
manufacturer LIKO-HillROM has offered their support to the program. A local vendor 
for LIKO products would be able to provide the lateral transfer devices as well as the lift 
equipment. A third resource would be to gain access to a hospital bed. This could 
involve contacting HillROM or Stryker, or a local healthcare facility for the use of an 
appropriate bed. 
Campo and Darragh (2010) identified culturally based professional ideals that 
affect the therapist ' s perception and acceptance of pain. The ideals of dedication, self-
sacrifice, compassion and clinical expertise may impact the therapist's belief that lift 
equipment is not needed or appropriate for therapeutic use. Campo & Darragh (20 1 0) 
also found self-image to be a barrier to reporting pain or injury. The perception of 
strength and athleticism instills an internal pressure to hide the pain out of fear that the 
person will be seen as a bad therapist and affecting the therapists self-image. 
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The strengths of this intervention include: beginning the discussion of 
occupational therapy practitioners using SPHM equipment, teaching the skills for 
therapeutic use of equipment, and preparing participants for advocacy toward improved 
therapist and client safety. The limitations include: 1. The course equipment may not be 
comparable to the participant's facility. 2. State and Federal legislation do not mandate 
safety protocols for healthcare workers, possibly affecting facility willingness to improve 
staff safety. 3. Occupational therapy practitioners may continue to believe manual 
techniques are the best methods for therapeutic interventions 
The use of SPHM equipment by occupational therapy practitioners can decrease 
the risk of injury and improve client outcomes. This continuing education program will 
help these health care professionals identify the risks of manual techniques, the benefits 
of SPHM equipment use, and the challenges of affecting change within individuals, 
facilities and governmental agencies toward improved safety with client care. 
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